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Moral, H., and Schlampp, H.: Fractures of the 
Jaws (Kieferbrueche). Fortschr. d. Zahnh., 1930, vi, 
973- 


There is considerable difference of opinion as to 
whether fractures of the jaws should be treated by 
blocking, immobilization, or functional methods. 
The interference with the bite has been generally 
neglected. The authors recommend functional 
treatment. They state that in fresh fractures im- 
mediate reduction should be attempted if it can be 
done without undue force. Sometimes impactions 
render reduction impossible so that splinting cannot 
be done until after surgical treatment. 

For splinting, the precious metals are more prac- 
tical and economical than the common metals be- 
cause the former can be adapted more easily and can 
always be used again. Recently, rustless steel has 
been recommended. This is used also for bone su- 
tures. However, in fractures of the jaws it is em- 
ployed infrequently as it favors fistula formation. 
It is used only for band sutures in uncomplicated 
fractures of edentulous jaws, fractures of the ascend- 
ing ramus, and oblique fractures. 

In recent years, condylar fractures have been seen 
more frequently. The apparent increase in their 
incidence may be due to more accurate diagnosis. 
In the treatment of these fractures the chief factor 
to be considered is the relation of the line of fracture 
to the musculature. The fractures are of the following 
types: (1) fractures internal to the muscles which 
open the jaw, (2) fractures between the muscles 
which open and those which close the jaw, (3) frac- 
tures internal to the muscles closing the jaw, i.e., 
in the horizontal ramus up to the angle of the jaw, 
(4) fractures in the ascending ramus up to the sig- 
moid incisura, and (5) fractures behind the muscles 
which close the jaw, in the region of the condylar 
process. 

Stereoscopic roentgenograms are of great aid in 
the diagnosis. Fractures which at first seem double 
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may be found to be oblique. Double fractures are 
quite rare. Their recognition is very important from 
the standpoint of treatment. 

Whether or not the broken-off fragments in 
condylar fractures should be removed is_ best 
answered by considering the blood supply of the 
condyles. Even for such fractures functional treat- 
ment seems to be more practical than immobiliza- 
tion and to be followed less frequently by ankylosis. 
In edentulous jaws perfect reduction is less impor- 
tant as the dentures may be fashioned as desired. 

The so-called Strassburg splint with the inclined 
planes does not seem to be practical as it requires 
additional elastic traction which in itself is sufficient. 
A double splint in the form of a spring denture in 
which the plates are pressed against the jaws by the 
spring has been recommended. In this splint also 
oblique planes are employed. 

From attempts to accelerate the formation of 
callus by medication, the authors conclude that the 
administration of vigantol when the diet is rich in 
calcium and vitamins is superfluous and under cer- 
tain conditions may be harmful. Phosphorus seems 
to have a favorable effect. The use of nateina, 
which consists of Vitamins A, B, C, and D and 20 
cgm. of calcium phosphate, is recommended. Injec- 
tions of autogenous blood and weak roentgen irradia- 
tion are beneficial. Brawn (Z). 


Axhausen, G.: Resection, Plastic, and Prosthesis 
of the Jaw (Kieferresektion, -plastik und -pro- 
these). Fortschr. d. Zahnheilk., 1930, vi, 917. 

In recent years it has been generally agreed by oral 
surgeons that after resection of the lower jaw pros- 
thetic covering of the defect is to be preferred to 
autoplastic covering only under special conditions 
(danger of recurrence, advanced age), and that after 
resection of the upper jaw only prosthetic replace- 
ment should be considered. The general opinion that 
with prosthetic replacement of the articular portion 
the joint pocket gradually becomes epithelialized 
has been disproved by a case studied by Sudeck and 
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Rieder in which epithelization failed to occur in a 
period of eighteen years. According to Sudeck and 
Rieder, epithelization never occurs. 

Ollier maintained that freshly transplanted autog- 
enous bone covered with periosteum remains alive 
in all its parts. Barth concluded that the transplant 
undergoes an aseptic necrosis in all its parts (perios- 
teum, bone, and marrow) and is permeated and 
entirely replaced by newly formed living bone. In 
Axhausen’s opinion, essential parts of the trans- 
planted marrow and periosteum remain alive and 
become points of origin of new bone tissue which 
grows around the dying bone and is gradually sub- 
stituted for the latter. As soon as the transplanted 
bone is surrounded on all sides by a layer of new 
bone, it is protected against infection and the foreign 
body character of the dead bone is thereby elimi- 
nated. In the periosteum only the cells of the cam- 
bium layer immediately next to the bone have the 
power of proliferation and bone formation. Only 
when blood vessels and the juices of the bed can 
penetrate to them quickly do they develop their 
bone-forming property. It is therefore advisable to 
open the way to the cambium layer by incisions into 
the periosteum of the bony bridge. It is advisable also 
to leave the bone marrow attached to the transplant 
as new bone formation begins rapidly from marrow. 
For the same reason the transplantation of bisected 
tubular bones is preferable to the transplantation of 
closed bones. 

The two-stage resection of the jaw (the first stage 
includes resection and maintenance of the position 
of the jaw, and the second stage, correction of the 
defect after the healing of the wound) has the dis- 
advantages of a long period of healing and the dan- 
ger of latent infection. These disadvantages may be 
lessened by: (1) the formation of a pedicle of the soft 
parts of the bony transplant (the displacement plas- 
tic of Pichler), a procedure that is quite difficult 
and not always possible in cases of tumor, and (2) 
Axhausen’s preliminary transplantation. .The latter 
procedure is carried out as follows: 

In a preliminary operation, the transplant is laid 
under the skin at the site of the subsequent con- 
tinuity resection through a small incision. In from 
four to six weeks it is surrounded by a mantle of 
newly formed living bone which protects it from 
infection and consequent sequestration. The next 
stage of the operation consists of resection and in- 
sertion into the defect of the previously transplanted 
piece of bone hanging on its pedicle of skin and its 
fixation to the stumps by wire sutures. A drain is 
placed in the lower angle of the wound. 

Healing occurred in all of seven cases in which 
Axhausen performed this operation. In one case of 
erysipelas, in which the operative field was also in- 
fected, there was complete sequestration of the im- 
planted rib, but as this was covered by periosteum 
on one side and had been surrounded there by new 
bone in the preliminary stage of the transplantation, 
the result of the plastic was nevertheless excellent. 
Therefore in this very unfavorable case a good result 


from the plastic operation was made possible by the 
preliminary transplantation. 

In cases of malignant tumors preliminary trans- 
plantation should not be done. The two-stage oper- 
ation is the procedure of choice. 

In cases of central giant-cell sarcoma and adaman- 
tinoma the resection should be made in healthy tis- 
sue as these neoplasms border on malignancy. 

In the author’s opinion, preliminary ligation of the 
caro ry is not necessary. JASTRAM (Z), 


EYE 


Castroviejo, R.: The Pathology of Chronic Simple 
Glaucoma. Arch. Ophth., 1931, v, 180. 


In chronic simple glaucoma the whole organism 
presents a generalized angiosclerosis and all of the 
intra-ocular vessels present atheromatous degenera- 
tion. Other manifestations are hyaline degeneration, 
lipoid infiltration, and pigment degeneration. There 
is a nervous-endocrine-humoral circle with a pro- 
gressive decrease in the metabolic exchanges or nu- 
trition. The relation between these three factors is 
not known. The osmotic equilibrium between the 
blood pressure and intra-ocular fluids is altered, the 
nutrition of the vitreous body and lens is changed, 
and a state of turgescence is produced which pushes 
the iris forward, narrowing the anterior chamber. In 
a myopic eye, in which the insertion of the iris is 
high on the ciliary body and distant from the spaces 
of Fontana and there is accommodation for near 
work, the ciliary muscle is functionless and atrophies. 
As the ciliary body is situated in front of the in- 
sertion of the iris and far from the cornea, the an- 
terior chamber is very deep. On account of the weak- 
ness of the ciliary muscle, the deep anterior chamber, 
and the fact that the excursion of the iris, which de- 
pends on the expansion of the vitreous and lens, 
must be more extensive than normal to occlude the 
iridocorneal angle, such an eye is not predisposed to 
glaucoma. In the hypermetropic eye the anterior 
chamber is shallow as the insertion of the iris is 
much nearer the spaces of Fontana, and the circular 
fibers of the ciliary muscle, located behind this in- 
sertion, push the iris forward in contracting, tend 
to occlude the iridocorneal angle, and, aided by the 
pressure of the engorged lens, the vitreous, and the 
larger adult lens, predispose to glaucoma. 

In advanced sclerosis the altered capillary walls 
permit the escape of serum and blood. Hemor- 
rhagic glaucoma of this type is only an advanced de- 
gree of chronic simple glaucoma. The interchange 
between the blood plasma and tissue becomes pro- 
gressively less. Toxic substances accumulate in the 
tissues, the lens undergoes the changes of senility as 
the result of poor nutrition, and intra-ocular «edema 
becomes established. Finally, by the combined 
action of the engorged vitreous and lens already in- 
creased in size by age, a predisposition due to ana- 
tomical conditions, contraction of the ciliary body 
pushing the lens forward, the thickened aqucous 
humor, and the generalized sclerosis of the tissues, 


— 


( 

( 

i 

( 

i 

] 

it 

t 

a 

Cc 

Cc 
n 

b 


SURGERY OF THE 


the periphery of the iris is pressed against the spaces 
of Fontana and glaucoma is established. 
Leste L. McCoy, M.D. 


Diggle, F. H.: Intranasal Dacryocystostomy for the 
Relief of Lachrymal Obstruction. Brit. M. J., 
1931, 1, 391. 

The author gives a short résumé of the history of 
operation on the lachrymal sac, describes the West 
technique, and discusses the results, indications, and 
contra-indications of the operation. In the cases re- 
viewed, 73 per cent of the patients were completely 
cured, being free from epiphora even when they 
were out of doors. Tuomas D. ALLEN, M.D. 


Raia, V. L.: A Case of Heterochromia Iridis. Am. J. 
Ophth., 1931, Xiv, 299. 

In the case of a man twenty-nine years of age, 
acute mastoiditis on the left side was followed by 
chronic iridocyclitis of the right eye and, two years 
later, by heterochromia iridis. A second attack of 
mastoid infection on the left side four years after the 
first attack was followed by chronic uveitis of the 
left eye and, within a month, by depigmentation 
which has continued steadily. There has been no 
other indication of a change in the cervical sympa- 
thetic. Keratitis punctata has never been noted, 
and vision has remained 20/20 in each eye. The 
dust-like vitreous opacities have shown marked 
improvement. SaMuEL A. Durr, M.D. 


Lancaster, W. B.: The Cataract Operation. Surz., 
Gynec. & Obst., 1931, lii, 452. 


The author describes his technique for the cataract 
operation in detail and gives his reasons for adopt- 
ing various maneuvers. He advocates double fixa- 
tion of the eyeball by means of forceps and a stitch 
through the superior rectus. 

With regard to anesthesia, Lancaster says that 
his aim is to secure a patient who “cannot feel, does 
not want to move, and could not move if he tried.” 
Large amounts of barbital, sodium amytal, and 
codeine or hyoscine are employed for basal anes- 
thesia and are continued for several days following 
the operation if there are no contra-indications. 
The author has never regretted using so much basal 
anesthesia and occasionally has wished that he had 
used more. Four per cent cocaine is instilled and 1 
per cent cocaine with adrenalin is injected above and 
below the limbus, but not close to it. Ciliary in- 
jection and akinesia are rarely regarded as necessary, 
but novocain is sometimes injected to render the 
lids insensible. 

_ A large corneal section is made parallel with the 
iris and behind the limbus. A conjunctival flap up 
to 5 mm. wide is formed. A suture is seldom used as 
a good flap becomes adherent in a few hours. Intra- 
capsular extraction is done by simultaneous external 
pressure below the limbus and traction with the 
capsule forceps to dislocate the lens. The assistant 
may aid the passage of the lens through the pupil 
by gently retracting the iris with a small hook or 
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rotating the presenting lens with a cystotome. Fol- 
lowing extraction, a buttonhole iridectomy is done. 
In most cases the sphincter is left intact, but some- 
times incision of the sphincter is necessary for pas- 
sage of the lens. SamuEL A. Durr, M.D. 


Nakajima, M.: Examination of the Fundus of the 
Eye with Red-Free Light (Beitraege zur Unter- 
suchung des Augenhintergrundes rotfreien 
Lichte). Keijo J. Med., 1930, i, 29. 

If the fundus of the human eye is to be seen in its 
natural color, sunlight must be used for ophthal- 
moscopy. The useful rays in ophthalmoscopy are 
those which are reflected at the surfaces of the retina 
and sclera and then emerge from the pupil. The 
emerging rays may be divided into two main groups: 
(z) the retinal rays, which are reflected from the 
surface of the retina and emerge through the pupil, 
and (2) the choroidal rays, which are reflected 
from the choroid and the surface of the sclera and 
through the pupil. In the observation of the fundus 
it was found that these two kinds of rays interfere 
with each other. 

To eliminate the choroidal rays and thereby 
render the retinal picture more distinct, the author 
uses an apparatus in which the filament of the lamp 
coincides with the anterior focal point of the col- 
lecting lens at such a point that the light rays 
radiating from the source of light run parallel after 
they pass through this lens. The rays are then passed 
through two water boxes and are brought together 
again by a second collecting lens. The lens is ar- 
ranged so that its posterior focal point coincides 
with the source of light of Thorner’s ophthalmoscope 
and in ophthalmoscopy this point appears in the red- 
free light like a second source of light. The first 
lens is a biconvex lens of 13 D, and the second a 
lens of 20 D. Recently this apparatus was improved 
by the insertion of a concave lens behind the source 
of light so that the focal point of the lens and the 
filament of the anterior focal point of the lens co- 
incide. This apparatus makes possible great con- 
servation of the intensity of the light. 

The advantages of the use of red-free light are 
summarized as follows: 

1. The macula lutea appears yellow and has a 
peculiar color tone which varies according to the 
disease process present. This is of advantage when 
the localization of the macula is not demonstrable 
with ordinary light, as in the mosaically arranged 
fundus in severe myopia, severe chorioretinal atro- 
phy, and degeneration of the macula of various 
types. In these conditions the macula always shows 
a definite yellow coloration which is in sharp con- 
trast to the diffuse bluish-green fundus. 

2. The appearance and disappearance of the nerve 
fiber markings and the appearance of the so-called 
“marbling” at the site of the vanished fiber mark- 
ings, especially at the papillomacular bundle, are 
indispensable in the diagnosis of the various diseases 
of the optic nerve, and especially for the definite 
diagnosis of axial neuritis (beriberi). 
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3. An exudate of blood appears as a black spot 
and therefore cannot be overlooked, no matter how 
small it may be. 

4. The superficial retinal light reflexes are 
evident in great abundance because even very slight 
elevations appear as irregular reflections on the 
surface of the retina. This fact is important in the 
diagnosis of the early changes in the retinal surface 
in axial neuritis and central retinitis. Of special 
importance is the appearance of the superficial ab- 
normal irregular reflections in the papillomacular 
zone. These constitute an early sign of axial neuritis 
in beriberi. 

5. The relationships of depth in the fundus pic- 
tures are much more distinct than with ordinary 
light. This is the case, for example, in oedematous 
protrusion of the macular retina in the initial stage 
of central retinitis. 

6. The parallactic phenomenon of the foveola 
reflection is also much more distinct than with 
ordinary light. In pathological conditions it is of 
importance to determine the tardiness or the com- 
plete disappearance of this phenomenon. 

Red-free light is indispensable in the examination 
of the ocular fundus when a very accurate diagnosis 
of the fundal disease is essential. It is particularly 
well suited for examination of the macula-yellow, 
the nerve fiber markings, and the changes in the 
superficial retinal reflections. These changes, which 
cannot be readily seen in ophthalmoscopy with 
ordinary light, are the most important clinical 
characteristics of retinal and optic nerve diseases. 

Louts NEUWELT, M.D. 


EAR 


Alden, A. M., and DeMotte, J. A.: The Value of the 
Schilling Hzemogram in the Otological Infec- 
tions. Ann. Otol., Rhinol., and Laryngol., 1931, xl, 
95- 

The investigation herewith reported was under- 
taken primarily to evaluate the hemogram as a pos- 
sible diagnostic and prognostic aid in cases of acute 
otitis media and mastoiditis. The hemogram is 
based on the Arneth and Schilling classification of 
polymorphonuclear leucocytes according to which 
the “nuclear deviation” is an indication of the 
underlying pathological process. To interpret the 
hemogram it is necessary to be familiar with this 
classification, to understand what is meant by 
“nuclear deviation’ and “stab cells,’ and to have a 
thorough knowledge of the various blood elements. 
Briefly stated, the chief essential is the relative per- 
centages of the multinucleated polymorphonuclear 
leucocytes, which vary according to their age and 
length of time present in the peripheral blood stream. 

In the investigation which was reported a very 
careful technical procedure was carried out and 
daily blood studies were made at or about the same 
time of day in order to obviate the error which 
occurs in various physiological states and to 
obtain a control. 


Nine cases of suppurative otitis media, some of 
them with such complications as lateral sinus throm- 
bosis and meningitis, were studied. 

The authors conclude that the stab-cell count is 
a much more reliable index of the patient’s condi- 
tion than the percentage of polymorphonuclears in 
the total number of white blood cells and, in children, 
is of more importance than the pulse and tempera- 
ture variations. When the so-called stab cells in- 
crease in number on daily examination, operative 
interference is indicated. 

In conclusion the authors state that while the 
hemogram must be considered a distinct advance in 
the interpretation of various blood findings, it can- 
not be expected to differentiate accurately between 
such closely allied conditions as acute suppurative 
otitis media and acute suppurative mastoiditis. 

Joun F. M.1). 


BernStejn, S.: Plaut-Vincent Flora in the Path- 
ology of the Ear. Fusospirillosis of the Ex- 
ternal Auditory Canal (Plaut-Vincent Flora in 
der Pathologie des Ohres. Fusospirillosis des avcuss- 
eren Gehoerganges). Olialrii, 1930, v, 2306. 

After a review of the literature, from which it 
appears that external otitis of Plaut-Vincent origin 
is exceedingly rare (only four cases having been 
reported in the entire literature to date), the author 
reports a case coming under his observation. 

The patient, a seven-year-old girl with chronic 
bilateral suppurative otitis media, exhibited on the 
posterosuperior wall of the external auditory meatus 
a 15mm. ulcer which was covered by a dirty gravish- 
yellow crust. The Plaut-Vincent flora was found, 
but neither the spirocheta refringens nor the bacillus 
fusiformis was present in the mouth or the throat 
or the pus from the ear. After treatment with boric 
acid and silver nitrate for two weeks the ulcer and 
the Plaut-Vincent flora disappeared. When a re- 
currence developed two months later the [’laut- 
Vincent symbiosis was found in the pus from the 
middle ear. Treatment by the intravenous injection 
of neosalvarsan resulted in complete cure. 

(JI). 


Profant, H. J.: Gradenigo’s Syndrome, with a 
Consideration of ‘‘Petrositis.”” Arch. Olvluryn- 
gol., 1931, Xili, 347. 

Pneumatic cells are present in the petrous bone 
more frequently than is generally believed. [wo 
rows of cells extending to the petrous tij) are 
described: (1) the antrum-epitympanic, and (2) the 
hypotympanic. As the cells can always be traced 
anatomically to one of these rows, they develop 
embryologically in this manner, and infection may 
extend from the hypotympanic space as well as irom 
the antrum-epitympanic space. It is possible also 
that infection may enter either row near the orifice 
of the eustachian tube before, or even without, cnter- 
ing the tympanum. For involvement of the pneu- 
matic cells of the petrous bone by infection the 
author suggests the term “‘petrositis.” 
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Petrositis may be present without obvious clinical 
signs. One sign suggestive of the condition is the 
presence, and especially the recurrence, of a profuse 
aural discharge in the absence of definite involve- 
ment of the mastoid or during postoperative care 
after mastoidectomy. The first definite sign is pain 
in the areas supplied by the trigeminal nerve, most 
commonly the temporoparietal region. 

The complications of petrositis depend upon the 
type and degree of the pneumatization, the virulence 
of the infection, and the patient’s resistance. 

In the majority of cases Gradenigo’s syndrome is 
a complication of petrositis. In others it is due to 
complications of middle ear disease, such as mas- 
toiditis, sinus thrombosis, extradural abscess, or 
abscess of the brain. 

Some patients with petrositis recover after 
myringotomy, and the majority after simple mas- 
toidectomy with special attention to the cells about 
the antrum and zygoma. The radical procedure of 
exploring the petrous tip is rarely indicated. 

James C, BRAsweELt, M.D. 


Ueda, H.: Experimental Investigations on Con- 
cussion of the Labyrinth in Head Injuries 
(Experimentelle Untersuchungen ueber die Laby- 
rintherschuetterung bei Kopfverletzungen). Keijo 
J. Med., 1930, i, 87. 

In clinical and histological studies of the auditory 
organs of guinea-pigs after head injuries, the author 
demonstrated various pathological changes which 
developed in different ways according to the degree 
of the external force. The clinical observations were 
the Preyer reaction, spontaneous nystagmus, 
nystagmus following turning of the head, and 
disturbances of balance. 

When the force was slight, the Preyer reaction 
showed no abnormality, but when the force was 
severe there was always a more or less marked 
decrease in the auricular reflex. When the force was 
extremely severe, there was always complete dis- 
appearance of the reflex. A decrease in the reflex 
was followed by: (1) permanent hypo-excitability, 
(2) slow recovery, or (3) recurrent weakening even 
after previous improvement. These results agreed 
with the histological findings in the ear. With regard 
to the animals showing permanent hypo-excitability 
itmay be assumed that various parts of the labyrinth 
eventually underwent degenerative atrophy as the 
result of the head trauma. In the animals showing 
slow recovery, slow improvement was demonstrable 
also by the histological findings. In the animals 
showing recurrent weakening, suppuration in the 
middle ear or the labyrinth was usually demon- 
strable on histological examination. The various 
parts of the labyrinth, which are severely damaged 
by direct injury or as the result of circulatory dis- 
turbances, are easily affected by a secondary sup- 
purative infection. 

After the injury to the head, spontaneous nystag- 
mus was often observed on the other side. Some- 
times it ceased, but on exertion it recurred in a more 


active form, though it usually disappeared again the 
next day. The findings indicated that this spontane- 
ous nystagmus resulted when the labyrinth was 
injured directly; when a profuse hemorrhage oc- 
curred into it, causing a sudden marked increase in 
the internal pressure; and when the endolymph 
escaped externally through a rupture of the mem- 
branes of the fenestra rotunda or ovalis or the 
labyrinthine capsule. It is possible also that there 
was a simultaneous injury to the centers of the 
eighth nerve even without a noticeable change in the 
static labyrinth. Not infrequently, such an attack 
of nystagmus was brought on again by a change in 
the posture of the body. Apparently this occurred 
when the larger part of a cupula became separated 
from the crista, and when, following rupture of 
Reissner’s membrane, a flow of endolymph occurred 
with the movement of the blood mass. 

When the force was moderate or strong, a decrease 
or an increase of the nystagmus which followed 
turning of the head was often noted on one or both 
sides. When there was abnormal excitability of this 
form of nystagmus, distinct histological changes in 
the ear on the same side were always recognizable. 
These could be found definitely in the static ap- 
paratus. They were more marked in hypo-excit- 
ability than in hyperexcitability. When there was a 
unilateral or bilateral decrease of the nystagmus 
which followed turning of the head the prognosis 
was usually grave, but when a state of excitation 
persisted, the prognosis was more _ favorable. 
Changes in the static organs were always found. An 
abnormal variation of the nystagmus which occurred 
after turning may sometimes be associated with 
panotitis. 

Nearly all of the animals exhibited more or less 
marked disturbances of balance. When the injury 
was slight, these disturbances were usually transient, 
but when the injury was severe they persisted for a 
long time although eventually they ceased. When 
they persisted for some time, pathological changes 
in the macule, the criste acustice, or the entire 
labyrinth were often observed. Disturbances of bal- 
ance were associated also with lesions of the cen- 
tral region. 

When the force was severe, there was always a 
comminuted fracture of the skull at the site of the 
injury, and sometimes there was a tear of the brain 
substance. Hamorrhages at the base of the skull 
were invariably present. Large hematomata formed 
in the subcutaneous and periosteal tissues. More or 
less bleeding always occurred in the subdural space. 
Bleeding was found also in the ventricles and about 
the cerebellum and the medulla oblongata, but after 
a few weeks it was resorbed and callus formation 
took place in the fracture regions. In the tissues 
stained intravitally it was no longer demonstrable 
from fifty to seventy days after the injury. When 
the force was moderate, a few ruptures sometimes 
appeared in the skull. When the force was slight, 
there were no fractures or ruptures in the skull. 
When a strong or medium force was applied to the 


of 
m- 

is 
di- 

in 
en, 
in- 
ive 
the 
an- 
een 

ive 
), 
th- 
Ex- 
1m 
USS- 
h it 
igin 
een 
thor 
onic 

the 
atus 
‘ish- 
and, 
illus 
roat 

and 
re- 
the 
‘tion 

1). 
th a 
bone 
Two 

are 
) the 
-aced 
velop 

may 
from 
rifice 

nter- 
yneu- 
1 the 


IIo 


base of the skull a longitudinal fracture of the 
pyramid was found not infrequently. Transverse 
fractures were rare. 

The external auditory canal was usually un- 
harmed, but when fixation of the tissues was done 
immediately after the trauma engorged blood ves- 
sels were sometimes observed in the canal lining 
and the handle of the malleus. The drum membrane 
was generally tense, but when the force had been 
powerful it occasionally showed rupture or relaxa- 
tion. Rupture usually occurred in the posterior and 
lower part. Rupture of the drum was sometimes 
oo in cases with fracture of the base of the 
skull. 

When fixation of the tissues was done immediately 
after the injury there was always more or less extra- 
vasation of blood or a mass of serous exudate in the 
tympanic cavity. Blood extravasation or serous in- 
filtration usually appeared in the submucous tissue, 
and in some instances separation of the mucosa 
was found, but these changes usually retrogressed 
in time. Signs of inflammation of the middle ear 
sometimes followed when the drum was ruptured. 
The bony part of the middle ear was generally in- 
tact, but occasionally a longitudinal fracture of the 
temporal bone running through the tegmen tympani 
occurred. 

The petrous bone showed three types of fracture: 
(rt) a longitudinal fracture, which occurred most 
frequently when the force was directed to the 
temporal and parietal bones, ran parallel with the 
anterior border of the pyramid, and usually ex- 
tended through the roof of the tube and the middle 
ear, (2) a transverse fracture, which occurred usually 
when the force was directed against the base of the 
skull, and (3) avulsion of the tip of the petrous bone, 
which was generally combined with a longitudinal 
fracture. 

The auditory ossicles and auditory muscles usually 
showed no marked change. Fractures of the neck 
of the malleus and the crura of the stapes were rare. 
Isolated blood cells were sometimes found in the 
facial nerve canal, while the nerve fibers themselves 
showed no pathological changes. The eustachian 
canal presented nothing abnormal except occasion- 
ally slight desquamation and a few blood cells or 
masses of serous exudate. In the fenestra ovalis, blood 
extravasation or exudate were found. The stapedio- 
vestibular junction rarely showed subluxation. In 
the fenestra rotunda a few isolated blood cells and 
masses of serous exudate were usually observed. 
When the force had been severe or moderately 
severe, the membrane itself was relaxed or showed 
wave-like relaxation, but was rarely ruptured. 

The bony part of the cochlea usually remained 
intact, but when the force had been severe the bony 
labyrinth capsule was sometimes ruptured as the 
result of a transverse fracture. It was under such 
circumstances that the pronounced pathological 
changes in the membranous labyrinth were found. 
When a transverse fracture had occurred there was 
usually total deafness or loss of the vestibular 
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function. In rare instances suppurative meningitis 
resulted from secondary infection. 

In almost every animal there was more or less 
change in the perilymphatic space, frequently in the 
form of exudates or hemorrhages. Such exudates 
often occurred in considerable amounts in the 
cochlea, especially the scala vestibuli, in the vicinity 
of the fenestra rotunda membrane in the scala 
tympani, and in the perilymphatic space of the 
vestibule. They occurred in the endolymphatic 
space only rarely, even after a severe blow. The 
author attributes them to circulatory disturbances, 
Hemorrhages were rarely observed in the peri- 
lymphatic space of the vestibule or the semicircular 
canals. The hemorrhages or exudates occurring in 
the labyrinth sometimes persisted for many months 
after the trauma without becoming resorbed or 
organized and without producing microscopically 
demonstrable changes in the sensory epithelium, 
even though the Preyer reaction returned to normal. 
The old hemorrhage did not disturb hearing. Nearly 
always, the tissues of the perilymphatic space of the 
static labyrinth showed more or less rupture. This 
rupture, in association with the change in the 
endolymphatic sacculus and the aqueductus vesti- 
buli, plays an important part in the occurrence of 
concussion of the labyrinth. The vestibular sacculus 
was injured especially at the utricle. The upper and 
horizontal semicircular canals showed more marked 
changes than the posterior canal. The aqueductus 
vestibuli frequently presented initial oedema of its 
wall lining, but in the later stages it became atrophied 
and its lumen was dilated. The aqueductus cochlee 
was affected less than the aqueductus vestibuli. This 
fact and the changes in the perilymphatic space 
indicate that concussion of the lymph plays an 
important part in the occurrence of concussion of the 
labyrinth. 

Suppurative otitis media often followed the injury 
to the head, making the prognosis grave. The in- 
fected middle ear contents sometimes perforated 
into the inner ear through the fenestra ovalis or 
rotunda, with or without rupture of the fenestral 
membranes. 

The internal auditory canal and the modiolus 
often showed vascular dilatation and even slight 
hemorrhages. These changes were due to the circu- 
latory disturbances caused by a sudden compression 
pressure on the brain and the direct molecular 
oscillation through the bone substance, but always 
retrogressed to normal with cessation of the cir- 
culatory disturbance. 

More or less marked pathological changes of a 
similar nature were usually found also in Reissner’s 
membrane, the basal membrane, and the organ of 
Corti. They were generally more pronounced in the 
upper coils. In the basal coil the molecular oscilla- 
tion seemed to be the more important factor, whereas 
in the upper coils concussion of the lymph was more 
active. ‘ 

The pathological changes in the organ of Corti 
varied according to the severity of the force. ‘Tissues 
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that were fixed a few days after the injury showed 
the lesion more distinctly than those that were 
stained intravitally. After severe and moderately 
severe force the tissues returned to normal if the 
changes were relatively slight, but degenerative 
atrophy resulted when the changes were marked. 

The pathological changes in the supporting tissue 
(Deiter’s cells, Hensen’s cells, Claudius’ cells, 
epithelial cells of the internal and external sulcus 
spiralis, stria vascularis, and ligamentum spirale) 
were generally identical with those in the sensory 
cells. 

The static organs presented similar findings, viz., 
degenerative changes and atrophy. 

The degenerative changes in the nervous elements 
were more pronounced the longer the animal sur- 
vived the trauma. The changes in the ganglion cells 
were practically the same as those in the sensory 
cells of the organ of Corti. The same may be said of 
the nerve fibers and the nervous elements in the 
static organs. 

Brunner has divided the clinical manifestations in 
the ear following traumatic injury of the head into: 
(1) those associated with concussion of the brain, 
(2) those associated with concussion of the brain and 
the internal ear, and (3) those associated with 
fracture of the petrous bone. Those of the first 
group can be attributed chiefly to changes in the 
central region of the eighth nerve. Those of the 
second group include symptoms due to changes in 
the region of the membranous internal ear in 
addition to those referable to the nuclei. Those of 
the third group are dependent on fracture of the 
bony inner ear capsule. Each of the three groups of 
cases presenting these symptoms includes mild cases 
and cases which terminate fatally immediately after 
the injury. Also in each of the three groups death 
may result from a secondary infection of the middle 
ear and from meningitis. In cases of the first and 
second groups there is relatively often a longitudinal 
fissure through the roof of the middle ear and the 
antrum which favors the development of meningitis. 

The author draws the following conclusions: 

1. Concussion of the labyrinth in injury to the 
head is produced partly by the molecular motion of 
the labyrinthine capsule and the effect of the force- 
ful impact of the labyrinth lymph and partly by the 
—r disturbances which are caused by both 

actors. 

2. Different morphological changes appear in the 
labyrinth. 

3. When the tissues are fixed immediately, the 
changes found in the internal ear are chiefly haemor- 
thages. The changes in the nervous elements and 
their end-organs are less prominent. 

_ 4. When the tissues are fixed some time after the 
Injury, the labyrinth shows, not only blood extra- 
vasation, but also changes in the nervous elements 
and their end-organs. 

_ 5. The associated pathological changes in the 
internal ear vary, and are always more pronounced 
in the cochlea than in the static labyrinth. 
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6. The histological changes in the cochlear ap- 
paratus are most prominent in the apical coil. 

7. The pathological changes in the nervous ele- 
ments and their end-organs always appear simul- 
taneously. 

8. In cases in which the turning reaction is com- 
pletely lost or is reduced, the pathological changes 
in the labyrinth are generally marked. 

9. After a period of time, the histopathological 
changes in the labyrinth show improvement if no 
suppurative complication develops. 

to. When there is a transverse fracture of the 
base of the skull the pathological changes in the 
labyrinth are much more pronounced and as a rule 
no improvement in these changes can be expected. 

11. For a very long time the hemorrhages 
occurring in the labyrinth are neither resorbed nor 
organized. P 

12. It appears that the collection of blood in the 
perilymphatic space of the cochlea produces no 
secondary alteration in the organ of Corti. 

13. The old collection of blood in the perilym- 
phatic space of the cochlea does not weaken the 
Preyer reaction. In most cases in which no note- 
worthy pathological change is observed in the nerve 
elements or their end-organs in spite of a large 
collection of blood in the perilymphatic space, the 
excitability of the auricular reflex is found to be 
normal. Louis NEUWELT, M.D. 


McKenzie, D.: The Pathogeny of Aural Cholestea- 
toma. J. Laryngol. & Olol., 1931, xlvi, 163. 


The author rejects the theory that cholesteatoma 
has its origin in suppuration of the middle ear. In 
his studies of the condition he found that many of 
the clinical phenomena are best explained by the 
assumption that the cholesteatoma is always pri- 
mary. 

The epidermoid theory appears to him to be more 
logical because it brings aural cholesteatoma into 
close relationship to cerebrospinal cholesteatoma 
and because the cell activity seems to be highly 
significant. Against complete acceptance of this 
theory, however, is the difference in the frequency 
between aural and cerebrospinal cholesteatoma. 

James C. Braswe Lt, M.D. 


Kopetzky, S. J., and Almour, R.: Suppuration of 
the Petrous Pyramid: Pathology, Symptoma- 
tology, and Surgical Treatment. Ann. Oitol., 
Rhinol., & Laryngol., 1931, xl, 157. 

The evolution of suppuration of the petrous 
pyramid may be divided into four periods: (1) the 
period of eye pain and aural discharge, (2) the 
period of low-grade sepsis, (3) the period of quies- 
cence, and (4) the terminal stage. 

In cases in the first period which are reviewed by 
the authors, extensive pneumatization of the mas- 
toid was found on roentgen examination and at 
operation. This suggested pneumatization of the 
petrous pyramid. The eye pain in the first period is 
quite characteristic. It occurs on the side of the 
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lesion and is limited to the region about the eye and 
the orbit. It is described as deep, and at the outset 
it is nocturnal. It must be differentiated from the 
pain associated with involvement of other roots of 
the trigeminal nerve. The latter is usually relieved 
by exenteration of the mastoid cells. The aural dis- 
charge in the cases reviewed persisted for some time 
after eradication of the mastoid infection or appeared 
spontaneously after the canal had become dry. In 
practically every instance it antedated the onset of 
the eye pain by several days. In two of the cases 
there was facial weakness of an infranuclear type 
and of short duration. In two cases, vertigo and 
nystagmus were present, but ceased with relief of 
the facial palsy. Vomiting occurred occasionally, 
but was of no significance. 

The period of low-grade sepsis is characterized by 
a fever usually ranging between 99 and 102 degrees 
F. and associated with signs of pyramid suppuration. 

In the period of quiescence the patient is free 
from ocular pain. In the cases reviewed, this period 
ranged from five to nineteen days. Recurrence of 
the pain is ominous as it is usually indicative of 
invasion of the endocranium. To prevent meningitis, 
operative measures must be instituted prior to the 
period of quiescence. 

The terminal period is ushered in by the classical 
signs and symptoms of leptomeningitis. Of chief sig- 
nificance is the absence of involvement of the ab- 
ducens nerve (Gradenigo’s syndrome). 

Suppuration of the petrous pyramid must be 
differentiated from nasal sinus disease, lateral and 
cavernous sinus thrombosis, involvement of the 
superior petrosal sinus, acute labyrinthitis, and 
recurring mastoiditis. Joun F. Detrn, M.D. 


Eagleton, W. P.: Unlocking of the Petrous Pyramid 
for Localized Bulbar (Pontile) Meningitis Sec- 
ondary to Suppuration of the Petrous Apex: 
Report of Four Cases with Recovery in Three. 
Arch. Otolaryngol., 1931, xiii, 386. 


The author says that infection of the marrow- 
containing petrous apex differs from suppuration 
of the pneumatized cells of the mastoid as it is a 
true osteomyelitis. In a surgical attack on the 
apex, the squama and tympanic ring may be re- 
moved as all of the external portion of the temporal 
bone is solely for protection of the neural tissues 
of the labyrinth and brain. 

James C. BRASWELL, M.D. 


NOSE AND SINUSES 


Goldsmith, P. G.: The Treatment of Paranasal 
Suppuration Persisting After Operation. Brit. 
M. J., 1931, i, 484. 

Persistence of the discharge from a nasal accessory 
sinus following operation does not necessarily call for 
surgical measures of a more radical nature. The chief 
symptoms for which the patient sought advice, such 
as pain or discomfort in the head, nasal obstruction, 
and postnasal discharge, may have been so greatly 


relieved by the operation that even if some secretion 
persists it may not be of sufficient importance to 
require further instrumental intervention. 

In the frontal sinus, the removal of the anterior 
tip of the middle turbinate will often suffice or, when 
the agger nasi cells have been broken down and the 
nasofrontal duct has been opened, repeated wash- 
ings may be sufficient. Frequently, the further 
removal of unbroken ethmoidal cells gives good 
results. This should be done before an external 
operation is considered. The most successful exter- 
nal operation is the Lynch operation. 

Persistence of discharge following a sphenoid 
operation is usually due to failure to make a large 
enough opening in the anterior wall or failure to keep 
the opening from becoming so small that aération 
and drainage are not sufficient. The opening often 
becomes closed by the formation of a fibrous dia- 
phragm. The anatomical variations of the sphenoid 
must be considered. The recesses in this sinus can 
often be reached by repeated lavage. If the opening 
persistently becomes too small, the surgeon should 
wait until a thin avascular membrane has formed 
and then proceed to bite it away as before. 

Persistence of discharge after an antrum operation 
is frequently due to failure to recognize the presence 
of frontal and ethmoidal disease. In some cases the 
discharge persists because the operation was not the 
proper procedure for the condition. In cases of 
oedema which does not respond to simple aération 
and drainage, the mucosa must be removed entirely 
by a more radical exposure and the antronasal open- 
ing made of sufficient size to prevent closure by scar 
formation. In some cases, persistence of the (is- 
charge is due to failure to correct an allergic state. 

Suppuration high up in the nose following an 
ethmoid operation may be due to extension of cells 
into the orbit where they are unapproachable by an 
intranasal procedure. In such cases an external ap- 
proach must be considered. Joun F. Dep, M.D. 


Henri-Fischer: Surgery of the Frontal Sinus by 
the Endonasal Route (De la chirurgie du sinus 
frontal par voie endo-nasale). Bull. et mém. Sov. d 
chirurgiens de Par., 1931, XXV, 95. 


The endonasal surgery discussed by the author is 
intended merely for drainage of the frontal sinus. 
The sinus itself is not touched, the operation merely 
enlarging the canal uniting the sinus with the nasal 
fossa. Hence the procedure is of no value in estab- 
lished sinusitis in which curetting is indicated. It is 
indicated chiefly for patients who have intermittent 
attacks of slight sinusitis and those suffering from 
chronic ethmoiditis with continuous suppuration 
and polypous degeneration who are threatened with 
involvement of the frontal sinus. Its purpose is to 
prevent the transformation of the sinus into a closed 
cavity and to insure its aération and drainage. 

The author describes the Vacher-Denis procedure 
and the Halle operation. 

From anatomical studies, Henri-Fischer con- 
cludes that the agger nasi presents three super- 


| 
t 
a 
y 
tl 
al 
fo 
si 
in 


imposed cells which increase in size from the bottom 
up and are separated by thin bony partitions. This 
series of cells borders the anterior groove of the in- 
fundibulum. Anteriorly, the cells jut out more or 
less at the level of the ascending ramus of the 
maxilla and below correspond to the osseous ridge 
which is the atavic remnant of the nasoturbinal horn 
of certain mammals. 

The highest cell of the agger nasi usually juts into 
the frontal sinus. The Vacher procedure by the 
endonasal route and the procedure of Halle consist 
in breaking in the cells by approaching the frontal 
sinus through the highest cell. 

While the arrangement described by the author 
is the most frequent, the morphology of the agger 
nasi is extremely variable. The cells may be absent 
or have very hard walls. The cellular tier may be 
found on a very external sagittal plane. The superior 
cell of the agger nasi may be very high. The cells 
may replace the absent frontal sinus. Accordingly, 
the relations between the agger and the frontal sinus 
may be very different in different cases. On account 
of the occurrence of anomalies, all operative pro- 
cedures in which the attempt is made to reach the 
frontal sinus at the anterior portion of the middle 
meatus by the endonasal route are uncertain. 

In the author’s procedure a roentgenographic ex- 
amination is first made to determine the exact 
morphological relationships of the sinus. Then, under 
local anesthesia, the head of the median cornu is 
resected, the mucous polyps are ablated, the anterior 
ethmoid is curetted, the infundibulum enlarged, 
and the sinus drilled. The frontal sinus is approached 
by its natural opening, the infundibulum, from be- 
hind forward. In this way it is possible to break in 
the anterior lip of the infundibulum as well as the 
cells of the agger nasi found there and thus to reach 
the frontal sinus with greater certainty. The author 
has devised two special hooks and curettes for the 
operation. 

In the discussion of this report, DARTIQUES stated 
that in his opinion the direct frontal route is to be 
preferred to the endonasal route, and that the scar 
of the direct frontal operation may be hidden in the 
eyebrow. PACE. 


Stevenson, W.: Chronic Maxillary Sinusitis: An 
Analysis of 192 Cases That Came to Operation. 
Arch. Otolaryngol., 1931, Xiii, 506. 


Of the 192 patients whose cases are reviewed by 
the author, 97 were females and 95 were males. The 
average age at the time of operation was thirty-five 
years. The youngest patient was three years old and 
the oldest sixty-seven years. 

The cause of the condition was not determined, for 
while in some of the cases there were definite signs 
of associated pathological lesions, in others nothing 
abnormal besides the maxillary sinusitis could be 
found. However, in 16 per cent of the cases the 
sinusitis followed the extraction of teeth. 

_ The chief complaint was frequent attacks of colds 
in the head. A great many of the patients com- 
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plained of a nasal discharge, and 63 complained of 
pain. 

The most reliable diagnostic procedure is the 
cytological examination of Sewell. Diagnostic punc- 
ture and lavage was done 203 times. The author 
finds that transillumination carefully carried out is 
just as reliable as X-ray examination. However, 
X-ray examination will show a thickened membrane 
and sometimes polyps. 

Of the 25 cases studied bacteriologically, pre- 
dominance of staphylococci was found in 12. 

The Krause operation was done in 171 cases, the 
Caldwell-Luc operation in 19, and the Canfield- 
Ballinger operation in 2. 

The subsequent treatment was very conservative. 
The nose was shrunk and the opening into the an- 
trum kept patent. Lavage was not done. 

Complete recovery resulted in 183 cases (94.2 per 
cent). In 2 cases of tachycardia, the tachycardia 
subsided, and in 2 cases with a persistent daily rise 
in the temperature, the temperature remained nor- 
mal after the operation. Patients with vague symp- 
toms such as malnutrition and general malaise were 
benefited. 

In conclusion the author states that the Krause 
operation is the procedure of choice for the primary 
attack on the chronic suppurating antrum; trans- 
illumination is as satisfactory as X-ray examination; 
nasal polypi are associated more often with disease 
of the antrum than with disease of other sinuses. 
Joun F. Deteu, M.D. 


MOUTH 


Davis, A. D.: The Surgical Correction of Cleft Lip 
and Palate. Surg., Gynec. & Obst., 1931, lii, 875. 
The incidence of failure in the surgical treatment 
of congenital cleft lip and palate is estimated at 
from 70 to 80 per cent. There is considerable differ- 
ence of opinion as to when the operation should be 
performed, the order of procedure, and the tech- 
nique. The objects sought are anatomical and 
functional normality and «esthetic appearance. 
The author emphasizes that in the treatment of 
both unilateral and bilateral clefts a cleft in the 
bony arch must be united prior to the other opera- 
tions, and that restoration of the lip, nose, and soft 
tissues of the palate to normal depends on perfect 
union of the bony arch. The maxille should be 
wired high up above the alveolar ridges both poste- 
riorly and anteriorly to guard against spreading in 
the region of the tuberosities which will render the 
soft palate short and tense. Before the seventh 
month of age the cleft bones may be bent and moved 
to position by digital manipulation before wiring. 
After the seventh month it is usually necessary to 
place the wires in position, move the bones as closely 
together as possible, and then gradually tighten the 
wires. For the best results, the bone operation 
should be done in early infancy. Co-operation 
between the pediatrician and surgeon is of the ut- 
most importance. 
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The lip should be closed from six to ten weeks 
after the bone operation. Numerous types of flaps 
for the closure of clefts of the lip have been pro- 
posed, but practically all procedures except the 
Brophy operation depend upon the sacrifice of a 
portion of the lip. The most important step in cleft 
lip surgery is the securing of a correct vermilion 
border. Among the more common errors are the 
production of a notch in the lip at the point of union 
of the flaps and the formation of a lip too long for a 
good cosmetic result. To prevent scarring the 
sutures should be removed after from three to five 
days. Care must be taken to shape the nostril and 
construct a floor for the nostril involved 

As a splint to prevent failure of union after palate 
operations, the lead plates and silver wires designed 
and used by Brophy are recommended. These are 
employed, not for forcible approximation of the 
flaps, but to render the muscular elements of the 
soft palate inactive. 

Closure of the cleft does not assure a perfect re- 
sult, but when the palate is short and tense the 
result may sometimes be improved by lengthening 
the palate with the use of the palatopharyngeal 
muscles and by speech training. The use of pros- 
thetic devices is not satisfactory. 

Following the formation of a normal bony arch, 
lateral flaps are raised, the edges are freshened, and 
the wound is closed with horsehair after placement 
of the splint of silver wire and lead plates. 

Feeding after the operation is accomplished by 
placing milk on the back of the tongue with a 
medicine dropper or a rubber ear syringe. 

G. Hamm, M.D. 


PHARYNX 


Kaiser, A. D.: The Relation of Tonsils and Adenoids 
to Infections in Children, Based on a Control 
Study of 4,400 Children Over a Ten-Year 
Period. Am. J. Dis. Child., 1931, xli, 568. 


When hypertrophy of tonsil and adenoid tissue 
causes obstructive symptoms in children, surgical 
removal of the hypertrophied tissue is of undoubted 
benefit. Of 5,000 children subjected to tonsillectomy 
on account of obstructive symptoms, only to per 
cent failed to be relieved, and in these the failure 
was due to developmental defects. 

The author made a study of 4,400 children to 
ascertain the relationship of the tonsils and of 
adenoids to the common infections of childhood. 
In the cases of 2,200 (50 per cent) the tonsils and 
adenoids were removed between the ages of four and 
seven years. The remaining 50 per cent were used 
as controls and studied as to the incidence of the 
diseases of childhood. 

After tonsillectomy a marked decrease in the 
incidence of colds in the head was noted. Only 8 per 
cent of the children showed no improvement at the 
end of a year. The children not operated upon 
showed no change in the incidence of head colds. 
At the end of ten years, 22 per cent of the tonsil- 
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lectomized children and 31 per cent of the control 
children were subject to colds in the head, and 10 
per cent of the tonsillectomized children and 35 per 
cent of the control children suffered attacks of sore 
throat. 

Of the total number of children, 15 per cent had 
cervical adenitis. Of those with cervical adenitis 
who were operated upon, only 7 per cent developed 
a recurrence, whereas of the controls, 14 per cent 
developed a recurrence. 

At the end of ten years, 5 per cent of the children 
with otitis media who were operated upon still had 
a purulent infection, whereas of the control children 
6 per cent had such an infection. It must be re- 
membered that there were more children with otitis 
media in the group operated upon than in the group 
not operated upon. Mastoiditis was found as likely 
to develop in the children operated upon as in the 
others. 

In 2,200 tonsillectomized children, the incidence of 
chorea was about as high as in the control children. 
At the end of ten years, chorea was more common 
in the children who had been operated upon than in 
those who still retained their tonsils. 

The findings with regard to rheumatic carditis 
were similar. Tonsillectomy seemed to offer the 
greatest protection against this condition between 
the ages of five and ten years. It appears that when 
once rheumatic infection has taken place the tonsils 
play an insignificant part as their removal offers no 
protection against subsequent attacks. 

There is no relation between the tonsils and 
adenoids and chicken-pox, mumps, and whooping 
cough. Measles occurred with equal frequency in the 
tonsillectomized children and the controls, and 
diphtheria was more frequent in the former than in 
the latter. Scarlet fever occurred more frequently in 
the tonsillectomized children than in the controls, 
but had fewer complications in the former than in 
the latter. 

The incidence of laryngitis was the same in the 2 
groups, but after ten years, bronchitis and pneu- 
monia were twice as common in the tonsillectomized 
children as in the others. 

The presence or absence of the tonsils bore no 
relation to the incidence of tuberculosis. 

Sinusitis sometimes occurred after the removal of 
the tonsils and adenoids, while nephritis occurred 
3 times more frequently in the children not operated 
upon than in those operated upon. 

In a study of 36,000 children with regard to the 
incidence of malnutrition it was found that this 
condition was only slightly more common in children 
not subjected to tonsillectomy than in the others. 

The author concludes that removal of the tonsils 
and adenoids has a favorable influence on colds in 
the head, sore throat, cervical adenitis, otitis media, 
rheumatic disease, diphtheria, scarlet fever, nephri- 
tis, and dental infection, and has a favorable in- 
fluence or no influence at all on chorea, measles, 
laryngitis, tuberculosis, and malnutrition. 

Joun F. Deru, M.D. 
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Telford, E. D., and Stopford, J. S. B.: The Vascular 
Complications of Cervical Rib. Brit. J. Surg., 
1931, Xvili, 557. 


The authors report three cases of cervical rib in 
which the prominent symptoms were due to throm- 
botic obliteration of the arteries of the arm. 

In the first case, operation showed that the sub- 
clavian artery passed over the accessory rib, but 
was in no way embarrassed. The lowest trunk of the 
brachial plexus lay in a notch in the rib. Gangrene 
of the index finger developed and no pulse could be 
felt below the junction of the axillary and brachial 
arteries. 

According to surgical textbooks, the vascular 
changes are due to direct pressure on the sub- 
clavian artery. The authors believe that this expla- 
nation is incorrect. They regard it as illogical to sup- 
pose that gradual interruption of the blood supply 
to a part can result in gangrene when the same ves- 
sels may be tied and cut without causing that 
sequela. Moreover, in all of their three cases there 
was a perfectly adequate pulse in both the subclavian 
and the axillary arteries, no evidence of pressure on 
the vessels was found at operation, and in the pa- 
tients reported the vascular occlusion ended abruptly 
in the region of the lower border of the insertion of 
the pectoralis major muscle. Hence the occlusion 


was limited to the vessels receiving their vasomotor 
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supply from the peripheral nerves. As the brachial 
and antibrachial arteries are innervated by sympa- 
thetic fibers entering the trunks of the brachial 
plexus, the vascular symptoms are probably due to 
pressure of the cervical rib on the portion of the sym- 
pathetic which enters the arm with the lowest trunk 
of the plexus. Histological studies of this part of the 
plexus were made on eight cadavers. The appear- 
ance suggested that the fusion of the sympathetic 
fibers at the lowest trunk is variable and sometimes 
quite distal. Under the latter circumstances these 
fibers would be more exposed to irritation or pressure 
by a cervical rib than the motor or sensory fibers. 

The initial symptoms in the three cases which 
were reported were pallor and hypothermia, which 
indicate vasoconstriction from irritation and not 
paralysis of the sympathetic fibers. Paralysis of 
the vasomotor fibers never seems to induce vascular 
changes. 

The question as to whether prolonged irritation 
and ensuing vasoconstriction can induce arterial 
occlusion was studied by experiments on cockerels 
in which ergot was fed or injected over a long period 
of time. It was noticed that the combs of the cock- 
erels shrank steadily and became a dirty bluish-gray. 
A study of sections showed a true arterial occlusion. 
The authors therefore conclude that the vascular 
changes seen in cases of cervical rib are due to pro- 
longed spasm and resemble those of ergotism. 

FRANK B. Berry, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Ross, J. P.: The Treatment of Cerebral Tumors 
with Radium. Brit. J. Surg., 1931, xviii, 618. 


The author’s investigations of the effect of radium 
on brain tumors was limited to gliomata, which 
constitute 70 per cent of primary brain tumors 
verified by operation, exclusive of pituitary tumors. 
Although there has been considerable improvement 
in the diagnosis and in the technique of the treat- 
ment of brain tumors, and although the immediate 
mortality in cases of gliomata has been greatly de- 
creased, the chance of an ultimate cure of tumors 
of the latter type is slight. 

The most important criterion of the malignancy 
of a tumor is the degree of differentiation of the 
neoplastic cells, the embryonic undifferentiated cells 
being those most active and malignant. The degree 
of differentiation may vary during the life of a 
glioma, but the tendency is toward de-differentia- 
tion. All gliomata infiltrate the brain and none 
of them disseminate through the lymphatics or blood 
stream. 

Bailey and Cushing have divided the gliomata 
into thirteen histological groups. However, 85 per 
cent of them fall into three groups, from 35 to 40 
per cent being astrocytomata, 35 per cent spongio- 
blastomata, and 13 per cent medulloblastomata. 

The astrocytomata have a slow rate of growth. 
The average duration of life after signs of the tumor 
have developed is from twelve to eighteen months. 

_Spongioblastomata grow more rapidly, usually being 
fatal within six months after their discovery. The 
spongioblasts are less differentiated than the astro- 
cytes. Still more embryonic are the medulloblasts. 
Medulloblastomata, which occur usually in children 
and always in the cerebellar region, have a rapid 
growth and soon break through the pia mater to de- 
velop subarachnoid growths. 

When only surgical treatment is given, the average 
duration of life in cases of astrocytomata is about 
five years, but sometimes a cure is apparently ob- 
tained. The spongioblastomata are fatal within a 
vear, and the medulloblastomata cause death even 
more rapidly. In cases of medulloblastoma in which 
Bailey and Sosman used roentgen irradiation in 
addition to surgery, the irradiation seemed to pro- 
long life. It appeared to have a similar effect also 
in a few cases of spongioblastoma, but in many of 
the latter type the effect of the rays on the walls of 
the blood vessels caused hemorrhages. In cases of 
astrocytomata, irradiation caused no improvement 
and sometimes seemed to make the condition worse. 
Ewing states that, structurally, the gliomata are 
susceptible to irradiation since they are cellular 
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tumors with fragile cells and numerous fragile blood 
vessels and show frequent hemorrhage and necrosis. 

To determine the effect of radium on normal brain 
tissue, experiments were performed on rabbits with 
various doses of radium irradiation applied in radon 
seeds and radium needles. The animals were killed 
with ether from three hours to one hundred and 
seventy days after the irradiation. The author con- 
cluded that radon seeds of 1.5 mc. filtered by 0.5 min. 
of platinum or needles containing 1 mgm. of radium 
per centimeter of active length filtered by 0.6 mm. of 
platinum and acting for from seven to fourteen davs 
do not cause serious damage to the cerebral cortex 
of the rabbit. He found no reason to suppose that 
a suitable application would have a harmful effect 
on human cerebral tissue. However, one result of 
irradiation was proliferation of the astrocytes. 

The blind application of radium is unjustifiable 
as it is associated with the danger that removable 
tumors and cysts will be overlooked. Operation is 
the first indication. The most satisfactory way of 
determining the extent of the tumor is to remove is 
much of it as possible. The implantation of a large 
dose of radium into the tumor is not the method 
of choice because, on account of the danger of 
hemorrhage, only a brief application is possible. 
It is better to place small doses in the apparently 
normal tissue about the cavity left by removal of 
the tumor. Treatment of cerebral gliomata with 
radium alone cannot be considered at present. 

It is questionable whether the external applica- 
tion of radium has any advantages over X-ray 
treatment. 

For cases in which the tumor is irremovable or 
its extent cannot be determined, and for cases in 
which a deep tumor is localized by physical signs or 
ventriculography but is not seen at operation, the 
author favors X-ray treatment. 

Phagocytic activity after the death of the tumor 
cells has not been sufficiently investigated. The 
dead tissue does not seem to be removed efficiently 
in the brain. 

It is believed that radium can be used in the 
dosage suggested without harm, and that the major- 
ity of gliomata should respond to it. 

E. S. Pratt, M.D. 


Rosenberg, L., and Nottley, H. W.: Recovery from 
Streptococcus Meningitis. Awn. Int. Med., 1931, 
iv, 1154. 

The authors report a case of meningitis due to a 
hemolytic streptococcus in which complete re- 
covery followed treatment first with anti-meningo- 
coccus serum and later with anti-streptococciis 
serum and neutral acriflavine given intraspinally. 
They then review the literature and summarie 


SURGERY OF THE 


forty other cases of streptococcus meningitis with re- 
covery. The methods of treatment in the latter 
included simple lumbar puncture, intravenous and 
intraspinous specific serum therapy, spinal canal 
drainage, cisternal drainage, and mastoidectomy. 
The authors believe that the use of anti-strepto- 
coccus serum with neutral acriflavine is more ra- 
tional than some of the other procedures and should 
be given a trial. Leo M. Davinorr, M.D. 


Craig, W. McK., and Lillie, W. I.: The Chiasmal 
Syndrome Produced by Chronic Local Arach- 
noiditis: Report of Eight Cases. Arch. Ophth., 
1931, 558. 

Lesions at or near the optic chiasm which may 
cause ocular syndromes are classified by Cushing 
into the following seven groups: (1) meningiomata 
with a parasellar point of origin, (2) pituitary adeno- 
mata, (3) craniopharyngeal pouch tumors, (4) glio- 
mata arising from the chiasm or the third ventricle, 
(5) chronic local arachnoiditis, (6) syphilitic menin- 
gitis, and (7) aneurisms. The usual ocular changes 
produced by such lesions are: (1) a decrease in cen- 
tral visual acuity, (2) pale optic disks or simple optic 
atrophy, (3) bitemporal hemianopia for color, (4) 
bilateral hemianopia for form and color, (5) bi- 
temporal scotomatous hemianopia for color or form 
or both, (6) temporal hemianopia with amaurosis 
of the opposite side, (7) temporal hemianopia with 
successive changes leading to amaurosis, such as 
central scotoma, cecocentral scotoma, and enlarge- 
ment of the scotoma with islets of vision and amau- 
rosis, (8) homonymous hemianopic scotoma for form 
and color, (9) homonymous hemianopia for color, 
i (10) homonymous hemianopia for form and 
color. 

The authors state that chronic local arachnoiditis 
is a definite disease entity with symptoms very simi- 
lar to those produced by tumor of the same region. 
They report eight cases, all of which were treated 
surgically. Four of the patients died, one was com- 
pletely cured, one showed definite improvement, 
one showed only slight improvement, and one 
showed no improvement. Pathological examination 
disclosed adhesions, cysts, basal meningitis, and 
meningo-encephalitis. 

One of the patients exhibited the Gowers-Paton- 
Kennedy syndrome (optic atrophy and scotoma on 
the side of the lesion and choked disk in the other 
eye) on an inflammatory basis. According to the 
authors, this syndrome may become manifested by: 
(1) unilateral central scotoma with normal fundi, 
(2) unilateral central scotoma and pallor of the 
disk but normal conditions in the other eye, (3) bi- 
lateral central scotoma with pallor of both disks, 
(4) bilateral central scotoma with choked disk in 
both eyes, (5) unilateral amaurosis with simple optic 
atrophy and with choked disk in the other eye, (6) 
unilateral amaurosis with simple optic atrophy and 
choked disk and central scotoma in the other eye, 
(7) central scotoma and various alterations of the 
peripheral fields due to secondary contraction re- 
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sulting from choked disk, or (8) bilateral amaurosis 
with any of the foregoing changes in the fundus. 
A surgical approach to the chiasm is described. 
Davi J. Impastato, M.D. 


Sokolov, N.: Ramisection of the Cervical Sympa- 
thetic in Paralytic Lagophthalmos (Zur Frage 
der Ramisectio sympathica cervicalis bei Lago- 
phtalmus paralyticus). Vestnik. Chir., 1930, lviii-lx, 
465. 

In a woman of sixty-three vears facial paralysis 
developed a few days after a plastic operation on the 
temporomandibular articulation for habitual luxa- 
tion of the mandible. Three months later a ramico- 
tomy was done on the second to fifth cervical nerves. 
At first, this operation promised only moderate im- 
provement, but, after three weeks the patient 
regained the power of active closure of the’ eve, a 
result considered excellent. 

The ramicotomy recommended by E. Hesse is 
definitely to be preferred to division of the svm- 
pathetic nerve because the latter is frequently fol- 
lowed by ulcerative changes in the cornea. 

N. Petrov (Z). 


SPINAL CORD AND ITS COVERINGS 


Alajouanine, T., and Petit-Dutaillis, D.: The 
Fibrocartilaginous Nodule of the Posterior 
Surface of the Intervertebral Disks. An 
Anatomical and Pathogenic Study of a New 
Variety of Extradural Radiculomedullary Com- 
pression (Le nodule fibro-cartilagineux de la face 
postérieure des disques inter-vertébraux. Etude 
anatomique et pathogénique d’une variété nouvelle 
de compression radiculo-médullaire extra-durale). 
Presse méd., Par., 1930, XXXxvili, 1657. 

Spinal cord pressure may be caused by a fibro- 
cartilaginous nodule of the posterior surface of an 
intervertebral disk. The presence of the nodule 
gives rise usually to root symptoms and rarely cord 
symptoms. As a rule the symptoms are unilateral. 
The lesion and its manifestations are progressive. 
Anatomically, the clinical picture is out of all pro- 
portion to the small size of the tumor, no doubt 
because of the firmness of the mass of cartilage. 
Surgical removal is difficult because of the anterior 
position of the nodule with respect to the cord, but 
its results are excellent. 

This special type of cord tumor should be con- 
sidered a clinical entity. The authors have realized 
its importance for many years, but have recognized 
its significance and pathogenesis only recently. The 
work of Schmorl has drawn attention to the nucleus 
pulposus of the intervertebral disks and its possible 
role in the formation of these posterior chondromata. 

The authors report two cases. The first was that 
of a man thirty-seven vears old who suffered for 
four vears with lumbosciatic pain which at first was 
intermittent and later became continuous. Sensory 
and sphincter disturbances developed. The syn- 
drome was that of a unilateral lesion of the cauda 
equina. The cerebrospinal fluid showed a slight 
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albuminocellular dissociation. Lipiodol was slightly 
impeded between the fifth lumbar and first sacral 
vertebrz. The first sacral vertebra assumed on the 
right side the character of a lumbar vertebra. A 
fibrocartilaginous nodule springing from the fifth 
lumbar and first sacral disks was removed. Re- 
covery was rapid and complete. The patient was 
out of bed on the fifteenth day. 

Examination of the tumor showed it to have a 
structure resembling that of the nucleus of the disk 
and containing the cells characteristic of the ves- 
tigial notochord. 

The second case reported was that of a woman 
twenty years old who suffered from left lumbosciatic 
painZaccompanied by sensory, motor, and sphincter 
disturbances. The syndrome was that of a unilateral 
lesion of the cauda equina. The cerebrospinal fluid 
showed slight albuminocellular dissociation. Roent- 
genograms were negative. A nodule was removed 
from the third and fourth lumbar disks. Recovery 
was incomplete. 

In a study of these cases and the cases reported 
in the literature it was found that the nodule arose 
directly from the intervertebral disk and nearly 
always projected into the vertebral canal on one side 
or the other of the midline. In ten cases the tumor 
was located in the cervical region; in three, in the 
dorsal region; and in seven, in the lumbar region. 
In most of the cases reported it was on the left side. 

In typical cases the structure of the tumor is that 
of fibrocartilage throughout which are scattered a 
few cells of notochordal origin obviously in a stage 
of retrogression. The structure is neither that of a 
chondroma nor that of a chordoma. 

The origin is probably to be found in the hernia- 
tion of the nucleus of the intervertebral disk which 
was first studied recently by Schmorl. As the 
nucleus is posterior to the center of the disk, the 
hernia tends to occur posteriorly. Another factor is 
the presence of numerous perforations in the disk 
through which the nucleus (which is under pressure 
from all sides) can penetrate the spongy body of the 
vertebra and eventually reach the vertebral canal. 
Again, the hernia may develop directly through a 
fissured cartilage. By careful examination, the 
continuity of the nucleus and the extradural tumor 
can be demonstrated. 

The pathogenesis of these pseudotumors must 
include traumatism. In a case reported by Middle- 
ton and Teacher in 1911 the patient felt a cracking 
sensation while he was lifting a piece of metal. 
Paraplegia rapidly developed and death followed 
shortly from urinary infection. At autopsy, a pre- 
medullary mass was identified as the nucleus of the 
vertebral disk. 

However, traumatism cannot account for all cases. 
Changes of the disk and cartilage have been de- 
scribed. In one of the authors’ cases a central 
softening of the disk was found at autopsy. The 
nature of the changes is not clear. Possibly repeated 
slight injuries may play a rdle. 

ALBERT F. DEGroat, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


SYMPATHETIC NERVES 


Coates, A. E.: Periarterial Sympathectomy: Its 
Use in Ulcers, Gangrene, and Other Conditions, 
with a Discussion on the Etiology of Trophic 
Changes. Med. J. Australia, 1931, i, 330. 


The author reports cases of incipient gangrene, 
ulcers of the leg of the nonvaricose variety, and 
ischemic contracture that were benefited by periar- 
terial sympathectomy. However, the favorable ef- 
ect of the operation lasted at the most only a few 
months. Coates believes that the results were due 
to interference with the vaso-constrictors which 
favored vasodilatation. Lro M. Davmorr, M.D. 


Diez, J.: The Treatment of Obliterating Thrombo- 
Angiitis of the Leg by Resection of the Lumbar 
Sympathetic (Le traitement de la thrombo-any<ite 
oblitérante des membres inférieurs par la résection 
sympathique lombaire). J. de chir., 1931, xx\vii, 
I0I. 

The author has performed resection of the lumbar 
sympathetic for thrombo-angiitis seventy-five times 
on sixty-eight patients. He reports the cases and 
describes the technique in detail. In some of the 
cases two operations were necessary as the effect of 
the operation is unilateral. The improvement some- 
times noted on the side not operated upon is tran- 
sitory and probably due to humoral changes or 
increased tonus of the arteries from relief of the pain. 

The sequele of thrombo-angiitis vary from slight 
cyanosis to gangrene of the foot. The author divides 
the cases into seven groups according to the stage 
of the disease. Of the seventy-five operations re- 
ported, seventeen were failures. In seven of the 
cases with a poor result the disease had already 
reached the stage of gangrene of the foot before the 
operation was performed. If lumbar sympathectomy 
is done in such cases it should be followed immedi- 
ately by a Syme amputation. The fifty-eight other 
operations reported gave brilliant results. In eight 
of the cases with a good result there had been inter- 
mittent claudication; in sixteen, continuous pain; in 
five, a zone of gangrene; in twenty-seven, chronic 
ulcers; and in two, gangrene of the toes. 

Of the patients who have been traced, two are 
free from recurrence after six years, two after tive 
years, two after four years, two after three and a 
half years, three after three years, one after two 
and a half years, three after two years, six after a 
year and a half, four after a year, and nine alter 
from six to eight months. : 

The author concludes that lumbar sympathectomy 
is effective in 75 per cent of cases of obliterating 
thrombo-angiitis. Aubrey G. Morean, M.D. 


MISCELLANEOUS 


Lutembacher, R.: The Structure of the Nerves 
(Structure des nerfs). Presse méd., Par., 1931, XXSi\, 

278. 
When the sciatic nerve of the frog is examined in 
Ringer’s solution it seems to be composed of hollow 
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cylindrical tubes. A cross-section shows a dark 
central portion edged by a brilliant border with 
double outlines. The tubes are filled with a viscous 
fluid which molds itself to the contours of the tube 
and is drawn out at the strictures of the tube. The 
fluid mass forms the central and least refractive part 
of the fiber. In certain sections longitudinal stria- 
tions are suggested. This appearance is due, not to a 
fibrillary structure, but to interference with the light 
on the curved surfaces. 

The nerve tubes change shape with extraordinary 
facility. After being subjected to tension they con- 
tract, folding themselves like an accordion with 
numerous irregular invaginations which more or less 
obliterate their lumina. This change shows the 
plasticity of the central substance, which lets itself 
be pushed back by the invaginations. The invagi- 
nations break the continuity of the fluid column or 
favor its segmentation into finger-shaped, round, or 
ovoid portions with changing contours. 

These findings show that the nerve tubes are con- 
ductors filled with a fluid mass connecting the cen- 
tral nerve cells with the motor elements. According 
to a physical explanation, the variations of turges- 
cence of stimulated central cells are transmitted to 


the other end of the tube, causing displacement of 
the fluid with a slight disturbance at that end. 

According to a chemical interpretation, the stimu- 
lated cell secretes an active substance which is rich 
in electrolytes such as calcium or potassium and 
the excess thus formed is delivered to the other end 
of the long excretory canal and takes part in the 
reaction which brings about the motor act. 

According to a third explanation, electrolytic con- 
ductors are subjected to the phenomena of polariza- 
tion. 

It is known that during the stimulation of the 
pneumogastric nerve the intracardiac fluid becomes 
richer in potassium which has an action on the heart 
equivalent to that of stimulation of the vagus. 
Zondek finds that after stimulation of the sympa- 
thetic the intracardiac fluid is richer in calcium. 
According to Loewi, the vagomimetic substances 
belong to the choline or the neurine group. Whatever 
their nature, these physicochemical changes require 
a certain amount of time. According to Henrijean, 
stimulation of the vagus must sometimes be pro- 
longed fifty seconds before action is produced. On 
the other hand, the action continues beyond the 
time of stimulation. PACE. 
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CHEST WALL AND BREAST 


Cutler, M.: The Cause of Painful Breasts and 
Treatment by Means of Ovarian Residue. J. 
Am. M. Ass., 1931, xcvi, 1201. 


This is a report of fifteen cases of painful breasts 
which were treated with good results by the oral 
administration of ovarian residue. The author states 
that the pathological condition underlying painful 
breasts is not an inflammation, but an increase in 
the physiological desquamation of epithelium in the 
ducts and acini accompanied by hyperplasia of the 
surrounding connective tissue. The resulting dis- 
tention of the ducts gives rise to diffuse pain and 
generalized nodularity. It is therefore incorrect to 
designate the condition as ‘chronic mastitis.” 
Experimental study has shown that the hormone of 
the corpus luteum is responsible for the hyperplasia. 
It is assumed that the corpus luteum dominates the 
ovarian metabolism. That its over-activity even 
suppresses ovulation to some extent is indicated by 
the scantiness of menstruation, which is due to 
hypofunction of the follicular and interstitial ele- 
ments of the ovary. The administration of ovarian 
residue tends to check the abnormal epithelial 
and connective tissue hyperplasia by counteracting 
the excessive corpus luteum secretion and thereby 
removing or diminishing its over-stimulating influ- 
ence on the elements of the breast. 

Treatment with ovarian residue results in: (1) 
relief of the pain and tenderness in the breasts, (2) 
softening of the breasts and diminution or dis- 
appearance of the nodularity, (3) restitution of the 
menstrual periods to a more normal state, and (4) 
improvement in the general condition. 

Mavrice Meyers, M.D. 


Askanazy, M.: The Benign Diseases of the Breast. 
in Their Relation to Breast Carcinoma (Die 
gutartigen Erkrankungen der Brustdruese in ihren 
Beziehungen zum Mammacarcinom). Zentralbl. f. 
Chir., 1930, pp. 3050, 3056. 

Benign diseases of the breast which may lead to 
carcinoma are inflammations, cystic disease, benign 
tumors, and malformations. Malformations play a 
less important réle in the breast than in other re- 
gions. Paget’s disease is no longer included with the 
inflammations as Paget cells are the cells of a breast 
carcinoma which are distributed in the epidermis. 
The most important benign disease which may lead 
to carcinoma is the cystic breast. 

According to the histological picture. cystic breast 
is preceded by a cystic epitheliofibrosis. The author 
has never seen a cystic breast without epithelial 
proliferation, and rejects the theory of a secondary 
epithelial proliferation following a primary fibrosis 


or fibromatosis. The epithelial proliferation js 
essentially a papillary proliferation which grows 
into canaliculi that have been dilated by increased 
activity. The cystic breast develops in a pure form 
(which is neither mastitis nor tumor) from the 
ordinary irritation which persists after inflamma- 
tion. At autopsy, the author has found latent stages 
in nearly one-fourth of all women under forty vears 
and in one-third of those over forty years. Cancer 
development begins from the epithelium of cysts 
with papilla and from small enclosed blastoids or 
tumors such as cystadenomata. Radical operation 
should be done when the distended canals are filled 
with multiple epithelial layers, numerous mitoses, 
polymorphous epithelial cells, and necroses. Carci- 
noma arising from cystic breast may assume any 
form of breast cancer. 

With the exception of cystadenomata, malignant 
degeneration of benign tumors is more common 
than is generally believed. 

Benign diseases of the breast create potentially 
cancerous epithelial cells and thereby a local ten- 
dency toward cancer. Cancer development depends 
on irritation. Kort (Z). 


Frangenheim: Benign Diseases of the Mammary 
Gland in Their Relationship to Carcinoma of 
the Breast (Die gutartigen Erkrankungen der 
Brustdruese in ihren Beziehungen zum Mamma- 
carcinom). Zentralbl. f. Chir., 1930, p. 3050. 


The conditions known as “mastopathia” or 
“chronic cystic mastitis’ can sometimes be dif- 
ferentiated clinically from cancer of the breast only 
with difficulty or not at all. Because of their alleged 
close relationship to cancer of the breast, they are 
called precancerous, and their early removal scems 
to be the best prophylaxis against mammary cancer. 
Since the development of the precarcinomatous con- 
dition is frequently manifested first by an abnormal 
secretion from the nipple, the problem of bleeding 
nipple assumes great interest. However, a bloody 
discharge from the nipple does not occur in every 
case of mammary cancer; in fact, in 485 cases of 
malignant tumor of the breast, Singer did not see 
a bloody discharge in a single instance, and in 200 
cases Deaver found it only twice. 

The bleeding is constant; it resembles venous 
blood, but microscopic examination offers no clew 
as to its nature. Though Gronwald thought that 
a bloody discharge appears only with the occurrence 
of malignant change, Knoflach and Urban observed 
several cases in which it ceased and the patient 
remained cured during an observation period oi ten 
years. However, though the phenomenon cannot be 
regarded as an early manifestation of malignant 
degeneration, Mintz states that malignant degenera- 
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tion may nevertheless occur years later. He there- 
fore regards the bleeding nipple as a warning signal. 

Chronic cystic mastitis holds first place among 
diseases of the breast from which carcinoma may 
evolve. It is a latent condition; only cases which 
present the bleeding nipple sign attract attention. 
Among the many who have studied the problem are 
Erdheim, Hellwig, Klose, Knofloch, Urban, Kon- 
jetzny, Pribram, Sebening, and Semb. These in- 
vestigators found polyp-like structures in the milk 
ducts which bled easily. Erdheim, Risak, and others 
regarded them as harmless, whereas Klose main- 
tained that they are malignant. Sebening called 
attention to the fact that polyps in the bladder, 
prostate, and renal pelvis, and those found in catar- 
rhal conditions of the gastro-intestinal tract have a 
tendency to undergo malignant degeneration. While 
fibro-adenomatosis simplex and cystica, which is 
characterized by the development of atypical in- 
filtrating tumor tissue, may behave normally, it may 
sometimes infiltrate atypically and thus undergo 
malignant degeneration. On the other hand, the 
benign, sharply delimited fibro-adenoma appears to 
undergo malignant degeneration only very seldom. 

Opinion regarding treatment is equally divergent. 
Klose and Sebening demand amputation of the 
breast affected with chronic cystic mastitis, whereas 
Hellwig rejects this treatment as unnecessary and 
mutilating and believes that partial extirpation is 
usually enough. The author is of the opinion that 
in the cases of young women, partial resection may 
be done, whereas in those of older women, partic- 
ularly those in which the condition is more diffuse, 
amputation is best. 

In the discussion of this report, KAISERLING said 
that when 1 section is examined the condition may 
be judged benign whereas when 4 different sections 
are examined 3 may be found benign and the fourth 
definitely malignant. He believes that there is no 
transition stage; that cancer develops as cancer from 
the beginning. 

TEUTSCHLAENDER maintained that the constitu- 
tion plays an important rdéle in the development of 
the new growth. In support of his opinion he cited 
the fact that mixed tumors of the breast are rare 
in the human being, but are common in the mouse 
and the cat. In his material, simple mastopathia 
was found in 23 per cent of the cases, mastopathia 
with carcinoma in 25 per cent, and cystic prolif- 
erating mastopathia with variously advanced stages 
of precarcinomatosis in 41 per cent. 

Dietrich stated that epithelial changes which 
may terminate in malignant degeneration may 
occur in the breast as a result of the regressive 
phenomena and renewed hyperplasia associated with 
the menstrual cycle. He found carcinoma in 25 per 
cent of his cases of cystic breast. 

LaEWEN said that carcinoma of the mammary 
glands occurs only very seldom following a benign 
tumor of those glands. Among 617 cases of carci- 
noma operated upon in Koenigsberg during the past 
thirty years he found only rz cases of carcinoma of 
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the breast following a previously determined be- 
nign tumor of the breast. In 64 cases the develop- 
ment of the cancer had been preceded by a hardening 
in the breast, but the latter had not been examined 
histologically. In 87.8 per cent of the cases of breast 
cancer, there had been no previous affection of the 
mammary gland. 

AscuoFF agreed with Askanazy that an inherited 
anlage plays an important réle in the development 
of cancer. With regard to the cause of chronic 
cystic mastitis he stated that Dietrich’s statements 
concerning the influence of the menstrual changes 
deserve special emphasis. The epithelial processes 
in the uterus play a similar réle in the development 
of metropathies. Both affections usually appear at 
the beginning and at the end of the period of 
menstrual life. Aschoff said that as an anatomist 
is unable to state whether malignant degeneration 
begins and progresses suddenly or gradually, he was 
unable to give any advice as to whether radical 
removal or partial resection should be the operation 
of choice. 

FiscHER called attention to the fact that the 
histological diagnosis of malignancy does not cor- 
respond to the clinical conception of cancer. He 
does not admit a precarcinomatous stage of cystic 
breast although the condition certainly suggests 
such a stage histologically. As some women desire 
the removal of the breast because of anxiety and 
others take the suggestion of amputation as proof 
that cancer is present and thus suffer a shock, the 
surgeon finds himself in a precarious situation. 

A. RosenBurRG (Z). 


TRACHEA, LUNGS, AND PLEURA 


Eloesser, L.: Congenital Cystic Disease of the 
Lung. Surg., Gynec. & Obst., 1931, lii, 747. 

Congenital cysts of the lung occur in two forms: 
the solitary cyst and the multiple or more or less 
diffuse cystic degeneration of parts of the lung. The 
two may co-exist. Solitary cysts may lie within the 
parenchyma. They may occupy the site of a whole 
lobe or they may sprout from other intrathoracic 
organs to which they are developmentally attached. 

The first case reported by Eloesser was an example 
of both solitary and diffuse cystic degeneration. 
The second form is commonly called “congenital 
bronchiectasis” or “honeycomb lung” and is prob- 
ably more frequent than the first. All or a part 
of one lobe or the entire lung may show various 
degrees of cystic degeneration. Mild degrees of the 
condition are usually accompanied by more or less 
atelectasis. There has been considerable controversy 
as to whether pronounced cystic changes with 
saccular or clubbed dilatation of the bronchial end- 
ings are congenital or acquired. They may be pres- 
ent at birth or in the first few months of life. Some 
think they are due to a persisting fetal atelectasis; 
that the bronchi expand because of the absence of 
yielding alveolar tissue. The problem is difficult, 
for the history of acute respiratory infection in 


is 
VS 
m 
1e 
a- 
es 
rs 
er 
ts 
or 
ed 
S, 
ny 
nt 
on 
ly 
n- 
ds 
ry j 
of 
ler 
Nae 
or 
lif- 
ly 
red 
Are 
ms 
er. 
yn- 
nal 
ing 
Thy 
ery 
of 
see 
200 
ous 
lew 
hat 
nce 
ved 
ent 
ten 
ant 


122 INTERNATIONAL ABSTRACT OF SURGERY 


children, following which symptoms first appear, 
speaks neither for nor against such an infection as a 

causative factor of the condition. The infection may 

merely change an aseptic and symptomless cystic 

lung into an infected, suppurating lung, thus making 

the disease manifest. The cysts by themselves may 

cause no symptoms as long as they are uninfected. 

Whatever its origin may be, cystic dilatation of the 

bronchi has been found in newborn and fetuses. 

Very often, congenital bronchiectasis presents an 
irregular conglomeration of cysts, some without 
any connection with the bronchial tree, but all lined 
with a single layer of ciliated epithelium and with 
walls usually free from ulceration or inflammatory 
deposits. In the congenital form the cystic areas 
are free from carbon and inhaled pigments, whereas 
in the acquired form, inflammation and ulceration 
are present. The author reports three cases of this 
type of multiple cystic degeneration of the lung. 
The infantile type of the disease is characterized by 
sudden attacks of intense dyspnoea and cyanosis. 
It is possible that some of the attacks may be 
caused by spontaneous pneumothorax. From other 
observations it appears that there is a rather sudden 
hyperinflation of a cystic lung with displacement of 
the mediastinum. 

Recognition of the milder forms of cystic disease 
is unimportant and often impossible. In the infan- 
tile form, unexplained recurring severe attacks of 
cyanosis and dyspnoea with signs suggesting pneu- 
mothorax should arouse suspicion and should lead 
to X-ray examination. 

In the adult cystic disease may remain silent as 
long as the cysts are sterile and filled with mucus 
or air. When infection occurs, they present the 
picture of a widespread bronchiectasis. The chest 
wall of the affected side is retracted. Bronchoscopy 
may reveal anomalies of the bronchial tree. The 
roentgenogram may show a single large annular 
shadow if the cyst is empty, or a globular area of 
density if the cyst is full of fluid. If the cysts are 
multiple, clusters of them may be seen. 

In the differential diagnosis the solitary cysts are 
most frequently confused with echinococcus cysts, 
interlobar empyema, dermoids, and solitary tumors. 
Multiple cysts of medium size are more easily 
recognized. It should be borne in mind that any 
unusual cavity which shows no tendency to con- 
tract after operation may be, not an empyema, but a 
congenital cystic lung. Treatment is indicated only 
in the presence of symptoms. Extirpation may offer 
considerable difficulty. An infected cyst should be 
drained first. After the cysts are clean the shell 
of the lobe containing them should be dissected 
free. This may be difficult in the interlobar fissures 
and along the diaphragm. The pedicle should then 
be carefully tied and the cystic area amputated. 

The author does not regard extrapleural tho- 
racoplasty as the treatment of election as the drain- 
age from the cysts may be completely shut off by 
the compression, the development of severe suppura- 
tion being thus favored. FRANK B. Berry, M.D. 


Bruns, E. H., and Casper, J.: Chest Surgery in the 
Treatment of Pulmonary Tuberculosis. }/;/. 
Surgeon, 1931, Ixviii, 311. 

Spontaneous healing of lung cavities is an excep- 
tion to the rule, but such cavities heal when the lung 
is relaxed or collapsed. When pleural adhesions 
prevent collapse by artificial pneumothorax, it js 
necessary to resort to surgical colladse by phrenico- 
exeresis and thoracoplasty. Surgical collapse may 
be used also to arrest and heal the lesions of active 
tuberculosis of the lungs when pneumothorax 
therapy has failed or is only partially successful, 
If thoracoplasty is performed early and in the 
presence of clear indications the operative mortality 
and postoperative chest deformity are reduced. The 
ideal case for thoracoplasty is one in which roentgen 
examination reveals a shrunken lung containing 
caseofibrous lesions and cavitation and hypertrophy 
of the other lung. Involvement of the other lung is 
not necessarily a contra-indication. 

The majority of the patients treated by the 
authors had long-standing advanced fibrous tuber- 
culosis with cavitation. In many, the condition was 
bilateral. In bilateral cases one lung is usually more 
involved than the other. An attempt should be 
made to clear up the perifocal reaction around the 
lesion in the less involved lung by rest and fresh: air. 
As fibrosis develops, the less involved lung becomes 
hypertrophied. The authors sometimes employ 
artificial pneumothorax and phrenico-exeresis, but if 
the base of the involved lung is free from tuber- 
culosis, phrenico-exeresis is avoided as an effort is 
made to conserve this portion of the lung. When 
once fibrosis is evident, thoracoplasty is performed 
by stages. Before the operation, blood-chemistry 
studies and blood typing are done, the basal meta- 
bolic rate and vital capacity are determined, electro- 
cardiograms are made, and digitalis is administered. 
On the day of the operation the patient is encouraged 
to drain the lung cavities. The operation is per- 
formed under nitrous oxide-oxygen anesthesia sup- 
plemented by blocking of the intercostal nerves with 
novocain. The upper stage is usually done first as 
the cavity is generally in the apex or the upper part 
of the lung and if the lower stage were done first 
little or no effect would result until the second or 
third stage was completed. As a rule, a posterior 
extrapleural thoracoplasty is done with wide resec- 
tion of the five upper ribs. Care is taken to avoid 
mediastinal flutter and paradoxical breathing. 

After the operation, normal salt solution is given 
by hypodermoclysis and proctoclysis. Intravenous 
therapy is avoided if possible, and when it is neces- 
sary, it is used with great caution. The patient Js 
encouraged to cough soon after the operation in 

order to keep the cavities drained. ; 
It is better to remove too few than too many ribs. 
When from seven to nine ribs must be removed, it 
is advisable to remove ten ribs in order to preserve 
the symmetry of the chest. 
The authors state that their experience with the 
paraffin pack and the type of case in which it is em- 
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ployed has been too limited to permit conclusions 
as to the value of this procedure. 
Ear O. Latimer, M.D. 


Bérard, L., Bérard, F., and Denis, R.: A Simplified 
Technique of Apicolysis (Une technique simpli- 
fice de Vapicolyse). Presse méd., Par., 1930, xxxviii, 
1497. 

Apicolysis was devised in 1891 by Tuffier. In 
1920, Tuffier reported fifty-seven cases in which it 
was done. The operation was thereafter abandoned 
in France for some time, and has only been recently 
revived through the influence of Austrian and 
Hungarian surgeons. The latter employ the poste- 
rior route and fill the dead space with paraffin. 

The pleural cavity has the form of a cone with a 
rounded apex. This apex, which is the part elim- 
inated in apicolysis, is bounded below by an ar- 
bitrary line passing through the first interspace 
anteriorly and the third interspace posteriorly. The 
parietal pleura is easily mobilized everywhere except 
at the extreme apex, where it is suspended by the 
costovertebral, the vertebropleural, and the trans- 
versopleural ligaments. This point of fixation has 
suggested the use of the superior route through the 
supraclavicular fossa (Lawers) for apicolysis. The 
obstacles are numerous, however, and the resistant 
plane, against which the compressing agent opposes 
the internal forces, is resected. 

The suspensory ligaments can be ruptured without 
actually exposing them. Therefore a technique has 
been developed which makes it possible to introduce 
paraffin between the intact osseous and aponeurotic 
cover of the thorax and the compressed lung. 

The lung is approached, not at the apex, but at 
the base of the apical cone which is to be compressed. 
The anterior or posterior route may be employed. 
The authors prefer the anterior route because of the 
greater thinness of the chest wall and because the 
third rib need not be resected and hemostasis 
(absolutely essential) is more easily accomplished 
by this route. Resection of a portion of the second 
rib is necessary only in the cases of women and 
children. 

A horizontal incision 6 cm. long is carried laterally 
in the first interspace from a point 1 cm. from the 
border of the sternum. The fibers of the pectoralis 
major are separated and the pectoralis minor is 
retracted laterally. The intercostal muscle is then 
split medially and detached from the upper border 
of the second rib. This step is very delicate, par- 
ticularly if the pleura is not thickened and adherent 
to the lung. Through the opening obtained, the 
pleura is separated with the gloved finger upward 
and laterally. If oozing is abundant, the dissection 
is continued with gauze moistened in saline solution. 
When the pleura can no longer be reached with the 
finger, a broad blunt instrument may be employed, 
but every care must be taken to avoid tearing the 
membrane. When separation has been completed, 
the cavity is packed with a mixture of 1,000 gm. 
of paraffin with a melting point of 50 degrees C., 15 
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gm. of neutral bismuth carbonate, and 3 gm. of 
“vioforme.” The mixture is melted and then 
cooled sufficiently to give it a pasty consistency. 
It is packed into the cavity, and the pectoralis 
muscle and skin are closed. 

As a rule this operation is combined with phreni- 
cotomy on the same side. 

The degree of collapse obtained is believed ade- 
quate although the medial surface of the lung is not 
mobilized and a thin layer remains attached to the 
mediastinum. 

A serous pleural effusion often follows the 
apicolysis, but becomes absorbed spontaneously. 

The operation has been performed too recently 
for the final results to be known, but thus far its 
effects have been very favorable. 

ALBERT F. DE Groat, M.D. 


Léon-Kindberg, M., and Soulas, A.: Bronchoscopy 
in the Treatment of Pulmonary Abscess (La 
méthode bronchoscopique dans le traitement des 
abscés du poumon). Presse méd., Par., 1930, 
XXXVlli, I59I. 

The variety of procedures which have been pro- 
posed for pulmonary abscess is explained by the 
many variations in the clinical aspect and evolution 
of the condition. However, during the last ten years 
general agreement has been reached as to the best 
treatment and today there is a difference of opinion 
only with regard to the details. 

Spontaneous recovery from lung abscess occurs 
in only from 20 to 25 per cent of cases. Therefore 
surgical treatment is usually necessary. However, 
it is generally agreed that, except in rare instances, 
operation is inadvisable before the eighth week. 
A persistent or chronic abscess demands surgical 
intervention. Serum therapy and other medical 
treatments are of no value. Between medical and 
operative measures there is bronchoscopy. Bron- 
choscopy has been highly developed largely as the 
result of the efforts of Jackson. 

In the United States, bronchoscopy has been 
employed only as palliative treatment of chronic 
lung abscess or atelectasis. In the authors’ opinion 
it is of value during the pre-operative stage as an 
aid in limiting and attenuating the infection and 
should be included also in the postoperative treat- 
ment. 

Although they cannot prove their assumption by 
statistics, the authors believe that bronchoscopic 
treatment will lead to recovery without operation 
in many cases of acute abscess and sometimes even 
in those in which the acute stage has passed. It is 
an excellent means of preparing chronic abscesses 
for operation and a good measure to render the 
infirmity less distressing to the patient. 

Nine illustrative cases are reported with roent- 
genograms. The first three were cases of acute 
abscesses which had been present for from one 
month to six weeks. In one case, the bacterial 
flora included spirilla and fusiform bacilli. The 
treatment consisted of aspiration of the bronchial 


he 
fil. 
ng 
yns 
is | 
CO- 
ay 
ive 
rax 
‘ul. 
the 
ity 
ren 
ing 
yhy 
g is | 
the 
er- 
was 
ore 
be 
the 
air. 
mes 
it if 
ber- 
is | 
hen 
med 
stry 
eta- 
‘tro- 
red. 
iged 
per- 
sup- 
with 
st as 
part 
first 


124 INTERNATIONAL ABSTRACT OF SURGERY 


secretions and the injection of oil of eucalyptus or 
lipiodol. In the three cases, two, seven, and eight 
treatments were necessary. The symptoms im- 
mediately subsided and all of the patients recovered 
clinically. Roentgen examination showed progressive 
obliteration of the cavities. The maximum time 
required for cure was five months. 

Of the two patients who were seen during the 
subacute stage of the disease, both improved rapidly. 

Of the four patients with chronic abscesses, one 
recovered rapidly after one treatment. The three 
others improved rapidly and, being clinically cured, 
abandoned treatment although roentgen examina- 
tion still showed the presence of small cavities. All 
three of these patients developed an acute recurrence 
of the suppuration. One of them died and another 
is awaiting surgical treatment. 

All of the patients except one were adults over 
thirty-two years of age. Two were fifty-one and 
sixty-three years old. The youngest was twenty- 
four years. When a Vincent-like infection was 
present, neo-arsphenamine was administered. In 
two cases with very foul sputum, anti-gangrene 
serum was administered subcutaneously and inter- 
’ tracheally. The authors conclude that the ordinary 
pyogenic infections respond best, and that the 
chances for a successful result are less favorable in 
infections due to spirillz. 

In conclusion the authors state that while bron- 
choscopic treatment cannot replace surgery, it al- 
lows a choice as to the time for operation. It is of 
special value in cases of abscess near the hilum in 
which surgery is associated with grave risk. 

ALBERT F. DE Groat, M.D. 


Rathery, F., and Waitz, R.: Necrotic Nodular 
Spirochetosis. Terminal Gangrenous Infection 
(Spirochétose nodulaire nécrotique. Infection gan- 
gréneuse terminale). Arch. méd.-chir. de Vappar. 
res pir., 1930, V, 395. 

Bezancon and Etchegoin, and recently many 
others, have called attention to the frequency with 
which, during the course of pulmonary gangrene, 
spirochetes are found in the sputum and the gangre- 
nous walls. These spirochetes, whether they are 
Vincent’s spirilla or a peculiar spirochete, the 
spirochete of Bezangon and Etchegoin, are now 
considered important. They are present in almost 
every case, but it is difficult to determine the réle 
of the spirochetes on the one hand and the rdle of the 
Veillon flora on the other. 

The authors were able to make this determination 
in the case of a diabetic. After an abdominal 
traumatism, the patient developed a subacute 
pneumopathy which was complicated after two 
months by rapidly fatal gangrenous phenomena. 
Anatomical examination of the lungs showed that 
the primary lesion was a necrotic nodular spiro- 
chetosis to which, in certain areas, a gangrenous 
lesion had been added by anaérobic transplantation. 

This case furnished the first anatomical con- 
firmation of the occurrence of an autonomous pul- 


monary spirochetosis, which for some time had been 
considered possible but had never been proved. [t 
is reported in detail. 

The right lung was very adherent to the thoracic 
wall and the pleura on the right side was thickened 
and in places white. When the lung was sectioned a 
gangrenous excavated zone and areas of whitish 
condensation were found. 

The whitish condensations varied in size. Most 
of them consisted of nodules comparable to the 
nodules of tuberculosis and varied from the size of 
the head of a pin to that of a grain of millet. They 
were either disseminated or grouped together. _ 

In the parenchyma of the lung there were other 
condensations which were less numerous and about 
the size of a cherry stone. Sometimes these were in 
the form of triangular areas with their bases toward 
the pleura. They suggested foci of pulmonary in- 
farction or zones of tuberculous inflammation. 

Most of the condensations were excavated and 
contained putrid fluid. 

The cavity with a distinct contour was hollowed 
out of the necrotic tissue and was without a mem- 
brane. It was always excentric, at the edge of the 
necrosis. Some of the necrotic areas were bordered 
by several cavities. In some of the condensations 
the cavitation process was more accentuated than 
in others. Under such circumstances it was bordered 
by a more or less thick white shell. 

Examination of the left side of the chest disclosed 
pleural adhesions and pleurisy with a villous and 
congested appearance. The left lung showed nodular 
necrotic lesions, four or five subpleural triangular 
foci, three of which were excavated and contained 
fetid fluid, and an excavated pyramidal lesion. 

In both lungs there were foci of mild broncho- 
pneumonia with disseminated nodules. 

Histological examination showed that in the zones 
of dissecting gangrenous pneumonia the walls and 
septa were not preserved. The only natural limits 
left were the pleura and the interlobular septa. It 
was difficult to stain these zones. The magma con- 
tained in the cavity was an amorphous mass which 
stained poorly. In many cases three zones could be 
distinguished in the wall: (1) an internal or gangre- 
nous zone, (2) a middle, necrotic zone, and (3) an 
external zone of necrotic alveolitis. The internal 
zone was always present, but the middle zone was 
sometimes absent. The external zone was seldom 
totally absent, and the internal zone was seldom in 
direct contact with the bronchopneumonic lung. 
At least the fibrinoid portion of the external zone 
persisted. The same zones were found in the in- 
numerable septa or bands which separated the 
different cavities. 

Similar lesions were found in the white zones. At 
the base of all of them there were necrotic nodules 
ranging from the size of a pinhead to that of a millet 
seed. The necrotic nodules were characterized 
essentially by necrotic alveolitis. 

At the center or at the periphery of the nodule 
one or more isolated arteries were nearly always 
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found. These vessels showed considerable change. 
The principal lesion was a vegetating and obliter- 
ating endarteritis with very little thrombosis. 

Some of the lesions in the vicinity of the nodule 
were those of a mild broncho-alveolitis, usually of 
the leucocytic type. Others represented the re- 
actional processes which manifest themselves in 
contact with necrotic lesions. 

Well-developed bronchopneumonic lesions were 
constant around the foci of gangrene and in the 
septa of the areas of dissecting pneumonia. They 
consisted of seroleucocytic and suppurative broncho- 
alveolitis. The severity of the bronchial lesions 
contrasted with the integrity of the blood vessels. 

Bacterial emboli were present at numerous points 
in the lungs. Pleural lesions were very frequent and 
often emphasized. 

Pulmonary gangrene may be regarded as resulting 
from the association of two processes—necrosis, 
which is most frequently spirochetal, and gangrene 
from the transplantation of anaérobes to the pre- 
ceding lesions. Although the putrid graft on the 
necrotic nodules is frequent, it is far from being the 
rule and many nodules are enclosed in a fibrous shell. 
It appears logical to suppose the existence of spiro- 
chetal pneumopathies developing sometimes to- 
ward encystment and sometimes toward secondary 
gangrenous infection. Hence it is necessary to look 
systematically for spirochetes in the sputum in 
cases of obscure subacute pneumopathy. It is 
logical also to attempt treatment with arsenic as 
well as with emetine. Pace. 


Menne, F. R., Bisaillon, M., Robertson, T. D.: 
Bronchogenic Carcinoma. Northwest Med., 1931, 
XXX, 155. 

The authors report a clinical and pathological 
study of sixteen cases of bronchogenic carcinoma. 
They classify bronchogenic carcinomata into those 
of a hilar nodular type and those of a diffuse necrotic 
type. The former, which were found in 62.5 per 
cent of their cases, are characterized by concentra- 
tion of the nodules at the hilus with a tendency 
toward mediastinal invasion. The latter are char- 
acterized by diffuse dissemination of the nodules into 
the parenchyma of the lung with minimal concen- 
tration at the hilus. 

Microscopic study of the tumors showed a con- 
fusion of cell types so undifferentiated that their 
specific origin was not readily determined. The 
primary bronchogenic carcinomata were found to 
originate as a rule from the primary and secondary 
divisions of the bronchi in the zone of the bronchial 
mucosa where the stratification begins to taper off 
into a single layer of epithelium. In the authors’ 
opinion, they probably never arise from the atrial 
epithelium. 

The tumors of the hilar nodular type were usually 
associated with symptoms which were referable 
to the lung, while those of the diffuse necrotic type 
were usually associated with symptoms which were 
referable to the pleura. 
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From a review of the literature, the authors con- 
clude that there has been a definite increase in the 
incidence of primary bronchogenic carcinoma. 
SAMUEL PERLOw, M.D. 


HEART AND PERICARDIUM 


Jansson, G.: A Contribution on the Roentgen Di- 
agnosis of Diverticulum of the Pericardium 
(Beitrag zur Roentgendiagnostik beim Perikarddi- 
vertikel). Acta radiol., 1931, xii, 50. 


The author reports a case of diverticulum of the 
pericardium which showed roentgen findings similar 
to those noted in a case recently reported by Kien- 
béck and Weiss, and, in addition, presented a roent- 
gen sign not hitherto described which made it pos- 
sible to differentiate the accumulation of exudate 
from atumor. The shape of the pathological shadow 
arising from the mediastinum was observed to be 
distinctly different during various phases of respira- 
tion. During deep inspiration it was long and nar- 
row, whereas during forced expiration it became 
rounder, shorter, and broader. The shadow sug- 
gested a soft, plastic mass, thereby ruling out solid 
tumor formation. 


CSOPHAGUS AND MEDIASTINUM 


Belinoff: The Treatment of Acute and Chronic 
Corrosive Oesophagitis (Ueber die Behandlung 
der Oesophagitis corrosive acuta und chronica). 
Zischr. f. Hals-, Nasen-, u. Ohrenheilk., 1930, xxvii, 
538. 


Belinoff does not accept the results of early 
bougienage since they are based only upon statistics 
and not upon pathological or pathologicohistological 
data. Statistics are too subjective and are there- 
fore misleading. As he is unable to offer any infor- 
mation regarding the histopathology of corrosive 
cesophagitis, he limits himself to what the clinic 
has yielded. ~ 

In the course of corrosive cesophagitis four stages 
are to be differentiated: mucosal necrosis, ulcera- 
tion, granulation, and cicatrization. In the first two 
stages, bougienage is contra-indicated by the danger 
of perforation; inflamed organs must be left at rest. 
In the stage of granulation, bougies should be used 
to prevent the walls from uniting and causing sten- 
oses. This stage may be recognized from the 
roentgen picture and by cesophagoscopy. As the 
ulcers no longer tend to extend in depth, bougies 
may be introduced at this time without danger if 
care and a proper technique are used. 

In the first two stages, injections of oil are made 
into the oesophagus. For this purpose the author 
recommends a tampon syringe constructed like the 
Trendelenburg tampon cannula. ‘The syringe is 


introduced into the oesophagus as far as possible 
without the use of force, the balloon filled with air, 
and the oil then injected. The treatment with the 
tampon cannula is begun in the first days after the 
SALZER (Z). 


corrosion. 
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Sapozkov, K.: Cancer of the Diaphragmatic Por- 
tion of the Oesophagus and Its Surgical 
Treatment (Die Krebse des diaphragmalen Ab- 
schnittes der Speiseroehre und deren chirurgische 
Behandlung). Vestnik. Chir., 1930, lvi-lvii, 73. 


The author designates the lower end of the 
oesophagus as the diaphragmatic portion. To this 
part belong the portions usually called the lower 
thoracic and abdominal sections. The so-called 
abdominal portion is very inconstant and to be 
defined exactly only in the anterior wall, the 
posterior wall being wholly or nearly wholly extra- 
peritoneal. As it is surrounded by the pedunculi of 
the diaphragm, it belongs to the diaphragm as well 
as to the abdominal cavity. 

A palliative operation was performed by the 
author in three cases of carcinomatous stricture of 
the oesophagus at the cardia. It consisted in division 
of the muscular strands of the diaphragm at the 
cesophagus with mobilization of the entire dia- 
phragmatic portion of the cesophagus. After the 
operation there was transient improvement in 
swallowing in two of the cases but no improvement 
in the third. 

Three patients were subjected to radical opera- 
tion. The method of operation was as follows: 

A median abdominal incision was made from the 
ensiform process to the umbilicus. The edges of the 
incision being then retracted, the left lobe of the 
liver was pulled forward. Division of the triangular 
ligament and the fibrous appendix was done to 
render the liver freely movable, and the liver 
pulled well over to the right. In this way the entire 
undersurface of the diaphragm was exposed and 
rendered accessible. The cesophagus was then 
grasped with the second and third fingers of the 
left hand and the stomach pushed downward with 
the volar surface of the hand. The central tendon 
of the diaphragm was divided in the direction of the 
cesophagus and the peritoneum at the diaphragm 
pushed aside by blunt dissection until the muscle 
fibers of the diaphragm which encircle the cesopha- 
gus were reached. The central tendon was then 
divided to the cesophageal hiatus by an incision 
about 2% cm. long (hiatotomy). Through the open- 
ing so formed two fingers were introduced into the 
mediastinum and the cesophagus was mobilized with 
the utmost possible gentleness to a point 2 cm. above 
the tumor. This having been done, the cardia was 
mobilized and both vagi were divided. The gastro- 
splenic and gastrocolic ligaments were then divided, 
mobilization of the upper portion of the stomach 
being thereby achieved. Next, an incision was 
made in the inferior cervical triangle on the left 
side, the oesophagus was opened at this point, and 
an olive-tipped sound introduced through it as far 
as the tumor. Just above the tumor the cesophagus 
was ligated with a ligature introduced through the 
abdominal opening and then divided. Another 
ligature was placed around the cesophagus above 
the tip of the sound, and by pulling on the sound 
the entire thoracic portion of the cesophagus was 
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invaginated and drawn out through the wound in 
the neck. The cesophagus was then disinvaginated 
and resected, and a cervical cesophagostomy was 
made. The cesophageal hiatus of the diaphragm was 
closed by suture and the entire upper portion of the 
stomach with a large portion of the thoracic cesoph- 
agus was resected. The aboral portion of the stom- 
ach was then closed and sutured to the anterior ab- 
dominal wall for a gastrostomy. 

One of the patients operated upon in this way died 
of peritonitis on the twelfth day after operation. The 
infection was due to the bursting of a large pus 
pocket in the anterior abdominal wall which was not 
found until autopsy was performed. One died of 
pneumothorax during the operation. The third 
developed pneumonia and ulcerative colitis and 
died of ulcerous endocarditis (without any infectious 
foci in the peritoneal cavity or mediastinum) on the 
fifty-third day after the operation. 

In conclusion the author says that, while he is 
unable to report any cures, he believes the operation 
described may sometimes be followed by relief. 

N. Petrov (Z). 


Eggers, C.: Resection of the Thoracic Portion of 
the (sophagus for Carcinoma. Surg., Gynec. 
& Obst., 1931, lii, 739. 

Up to the present time, surgery for carcinoma of 
the cesophagus has been unsuccessful for the follow- 
ing reasons: 

1. The patients are usually of advanced age and 
often suffering from some degenerative processes 
of senility. 

2. The lesion is found to be situated in the 
deepest portion of the thorax where access is ex- 
ceedingly difficult. 

3. Cancer of the oesophagus shows the same de- 
gree of malignancy and tendency to spread along 
the lymph channels as carcinoma of other organs. 
Hence adhesions to vital organs may make its re- 
moval impossible. 

4. The patients are usually in very poor condi- 
tion from cachexia and inanition when they {first 
appear for treatment. 

If the patient seems to be a fair surgical risk, his 
general condition should be improved as much as 
possible before operation by mouth hygiene, rest, 
general measures to increase his resistance, and 
possibly one or more transfusions. As there is 
usually more or less obstruction, a preliminary 
gastrostomy should be done and the patient fed by 
the gastrostomy opening and by mouth as much 
nourishment as he will take. 

In the induction of anesthesia for the operation, 
no special apparatus is necessary. The ordinary 
nitrous oxide-oxygen-ether machines are well 
adapted to operations on the cesophagus. [ntra- 
pulmonary pressure may be varied by increasing or 
decreasing the pressure in the bag. 

The operative technique recommended is that 
first described by Torek several years ago. A (rans- 
thoracic approach is made through the entire length 
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of the seventh intercostal space on the left side with 
division of the posterior ends of the seventh, sixth, 
fifth, and fourth ribs. The mediastinal pleura is 
split and the cesophagus brought into view and 
examined. If the cesophagus is found to be operable, 
it is divided below the tumor with a cautery and its 
lower end is invaginated into the stomach. It is 
then freed and all vessels are carefully tied well up 
to above the arch of the aorta. The pleura is opened 
at this point and dissection is continued up into the 
root of the neck. The incision is made along the 
anterior border of the sternomastoid, the cesophagus 
in the neck is located, and the dissection is then 
completed from that already done below. The 
esophagus, with its tumor, is then pulled out 
through the opening in the neck, a transverse incision 
is made over the second intercostal space, the skin 
is tunneled, and the cesophagus is delivered on the 
anterior chest wall at this point and sutured to the 
skin edges. The chest and neck wounds are then 
closed. 
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A small tube may be left in one of the lower inter- 
costal spaces in the chest to allow for a pleural reac- 
tion. As the chest wound is closed the lung should 
be fully inflated. The neck wound is closed and the 
cesophagus carefully stitched to the skin edges in 
its new site. 

The operation is of considerable magnitude and 
associated with considerable shock. Several inter- 
ruptions may be necessary. After its completion, 
transfusion and treatment for shock may be re- 
quired. During the first twenty-four to forty-eight 
hours after the operation water is given by hypo- 
dermoclysis and by rectum. Thereafter it is given 
also by the gastrostomy. 

When the patient has recovered, a rubber tube 
may be fitted from the cesophageal fistulous open- 
ing made over the second left interspace into the 
gastrostomy opening in the stomach. The patient 
should then be trained to use this tube. Eventually 
he will be able to take foods by mouth. 

FRANK B. Berry, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Kunz, H.: The Serum Treatment of Peritonitis 
(Zur Serumbehandlung der Peritonitis). Zentralbl. 
f. Chir., 1930, p. 2782. 


Since numerous investigations have demonstrated 
that anaérobes play a very important part in a very 
large percentage of cases of appendicitis, it is not 
sufficient. in peritonitis due to appendicitis, to 
employ only antitoxic colon bacillus serum in 
addition to surgery. It is necessary to use a poly- 
valent anaérobic serum, as has been done in France 
for some time. 

In France, Weinberg and his school have studied 
this problem and have reported very good results. 
The Pasteur Institute recommends the following 
serum mixture for appendicitis: antiperfringens 
(Welch-Fraenkel bacillus) serum, 40 c.cm.; anti- 
sporogenes serum, 20 c.cm.; anti-oedematis (Novy 
bacillus) serum, 20 c.cm.; antivibrion septique 
(bacillus oedematis maligni) serum, 10 c.cm.; and 
antihistolyticus serum, 10 c.cm. The mixture is 
diluted with 500 c.cm. of physiological salt solution 
before being injected. 

In Germany, a serum similar to that of the 
Pasteur Institute and a serum containing tetanus 
bacillus antitoxin in addition to the same four an- 
aérobes are made. The Viennese Serotherapeutic 
Institute uses a serum of the latter type. 

Since many cases of appendicitis are due to the 
colon bacillus, the Graz Clinic recommends the use 
of a mixture of anaérobic serum and antitoxic colon 
bacillus serum. In Germany, a serum of this type is 
made of equal parts of colon bacillus serum (Katzen- 
stein) and gas-gangrene serum. At the Graz Clinic 
this was used in thirty-seven cases of peritonitis 
following perforated appendicitis, 25 c.cm. being 
given intravenously and 50 c.cm. intramuscularly. 
It was always diluted, and in severe cases was 
repeated until the third or fourth day. While its 
use has been rather limited to date, the author 
believes it has a favorable effect. 

Von TAPPEINER (Z). 


GASTRO-INTESTINAL TRACT 


Gutmann, R. A.: The Indications for Roentgenos- 
copy and Roentgenography in Diseases of the 
Digestive Tract (Indications respectives de la 
radioscopie et de la radiographie dans les maladies 
du tube digestif). Presse méd., Par., 1931, XXXix, 217. 


It is generally believed that roentgenoscopy is the 
important procedure in gastro-enterological diagno- 
sis; that a good screen examination is usually suffi- 
cient. However, in cases of duodenal ulcer roent- 
genoscopy often fails entirely to reveal the lesion. 
Unless there is an irregularity in the shape of the 


duodenum, it shows only a bulbar and gastric hyper- 
kinesia or a pyloric spasm from irritation of the bulb 
which may be due to a duodenal ulcer or to disease 
of the gall bladder or appendix. The most impor- 
tant sign of duodenal ulcer, the niche in the surface, 
can never be seen on the screen. 

One of the most difficult lesions to visualize is the 
juxtapyloric ulcer of the lesser curvature. This is 
difficult to see even in good roentgenograms. It is 
seldom visible on the screen. 

The term ‘“duodenopyloric ulcer” is without 
meaning. An ulcer should be diagnosed as bulbar or 
gastric. In these two.types there is a difference in the 
complications to be feared and the treatment indi- 
cated. To differentiate them, roentgenograms are 
necessary. 

Ulcers of the lesser curvature are often so large as 
to be distinctly visible on the screen, but there are 
many which cannot be seen by roentgenoscopy. 

Pyloric stenosis can be diagnosed by roentgenos- 
copy, but is revealed equally early by roentgenog- 
raphy. As soon as there is even a slight disturbance 
of evacuation, whether in the pylorus or the bulb, 
the pyloro-antral region assumes a peculiar appear- 
ance and shows exaggerated contractions with first 
transitory and then permanent infrapyloric disten- 
tion toward the right. Even the stages of hyper- 
kinesia and fatigue which are characteristic of Bar- 
ret’s syndrome appear in roentgenograms made in 
series. Established stenosis can be demonstrated 
with ease both roentgenoscopically and roentgeno- 
graphically. 

To roentgenoscopy belongs, but not exclusively, 
the diagnosis of function. Lesional diagnosis is 
essentially roentgenographic. In the stomach which 
has been operated upon, roentgenoscopy shows how 
evacuation occurs and how the anastomosis func- 
tions. The diagnosis of perigastritis and gastro- 
jejunitis, and especially of peptic ulcer, requires 
roentgenography. The results of medical treatment 
of ulcer may be determined from roentgenograms 
taken at given periods. 

In cancer of the stomach, roentgenoscopy shows 
only the disturbance of evacuation or the beginning 
of incontinence, signs which are often late. Roent- 
genography, on the other hand, reveals irregularity 
of a curvature or a small pyloric niche. These find- 
ings should be supplemented by palpation under the 
screen. In this case, roentgenoscopy and roentgenog- 
raphy supplement each other. The study of the 
gastric mucosa must be made by roentgenography. 

In non-calculous cholecystitis, the shape, fixity, 
and evacuation capacity of the gall bladder can be 
seen only in roentgenograms. 

The diagnosis of periduodenitis is always difficult. 
When the bulb is drawn onto the lesser gastric curva- 
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ture and when the descending portion of the duo- 
denum is stenosed, roentgenoscopic examination 
will give sufficient information. However, these con- 
ditions are not frequent. More often, the diagnosis 
must be made from very slight changes which can be 
detected only in a series of roentgenograms. 

With the screen alone it is possible to see clearly 
large ulcers, most inoperable tumors, biloculations, 
stenoses, ptoses, aérophagy, and deformities such as 
diaphragmatic hernia or eventration. Pace. 


Mock, H. E.: Infective Granuloma; Non-Specific 
Chronic Tumor-Like Productive Inflamma- 
tions of the Gastro-Intestinal Tract. 
Gynec. & Obst., 1931, lii, 672. 

Infective granuloma is far more frequent than 
the literature suggests. It is due directly to a low- 
grade infection causing impairment of the circula- 
tion or to impairment of the circulation followed by 
a low-grade infection. In either case there is an 
inflammatory reaction characterized by necrosis and 
a reparative process acting and reacting, with the 
gradual formation of an inflammatory mass. In some 
cases the granuloma may reach the size of a cocoa- 
nut. Occasionally the reparative process predomi- 
nates early in the condition, the granuloma then 
being of the constricting or stenosing type. 

The nucleus for the formation of an infective 
granuloma may be an infection within the gastro- 
intestinal tract, such as appendicitis or diverticu- 
litis; an ulcer in the stomach or intestine; or a 
foreign body in the bowel lumen, the wall of the 
bowel, or the abdominal cavity. Trauma is a fre- 
quent cause of the condition, especially trauma 
resulting in a tear of the mesentery, allowing foreign 
material to remain in the abdominal cavity, or pro- 
ducing a non-fatal perforation or laceration of the 
intestinal wall which is not recognized. Extraperi- 
toneal inflammations may spread to or involve the 
gastro-intestinal tract in the granulomatous mass. 

Infective granuloma is frequently diagnosed as 
carcinoma. It is probable that many cases of sup- 
posed inoperable carcinoma of the gastro-intestinal 
tract in which recovery has resulted were cases of 
granuloma. No tumor mass of the gastro-intestinal 
tract considered at operation to be malignant and 
inoperable should be abandoned without first re- 
moving a section for biopsy. 

The etiology and the constancy of the symptoms 
of infective granuloma, the characteristic findings at 
operation, and the fact that a diagnosis can be 
made by histological examination warrant con- 
sidering the condition as a definite disease entity. 
In the diagnosis of a tumor mass in the abdomen, 
the possibility of infective granuloma should always 
by considered. Howarp A. McKnicut, M.D. 


Dragstedt, L. R.: Failure of Re-absorption of 
Gastric and Pancreatic Juice. Am. J. Surg., 
1931, xi, 544. 


Dragstedt reports the results of experimental 
work on animals in which he removed all of the 
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gastric and pancreatic juice, thus preventing their 
normal re-absorption. The simple loss of gastric 
juice, which amounted to from 500 to 700 gm. in 
twenty-four hours, caused death in a few days. The 
outstanding changes were extreme hypochloremia, 
severe alkalosis, and tissue dehydration. The 
animals were extremely depressed, lost weight, and 
suffered from urinary suppression. The blood 
showed an increase of non-protein and urea nitrogen. 
In spite of the profound dehydration, the animal 
would not drink. Neither would it eat. However, 
the intravenous injection of 0.9 per cent sodium- 
chloride solution or Ringer’s solution in amounts of 
from 3 to 4 liters daily completely changed the 
picture. The animal showed improvement in its 
general condition and ate and drank, and the 
chemistry of the blood returned to normal. 

Complete removal of the pancreatic juice re- 
sulted in a loss of from 500 to 1,400 c.cm. in twenty- 
four hours. It was followed by blood changes some- 
what opposite to those noted when the gastric juice 
was removed. The changes included a decrease in 
the concentration of the fixed base, a lesser de- 
crease in chloride, a marked decrease in the carbon- 
dioxide combining power of the plasma, and acidosis. 
The animals became depressed and lost weight, and 
usually died after from five to six days from acidosis 
and dehydration. The intravenous administration 
of Ringer’s solution or normal saline solution pro- 
longed life and corrected the changes in the blood 
chemistry. 

The findings of this study are of clinical impor- 
tance in such conditions as acute dilatation of the 
stomach, paralytic ileus, and generalized peritonitis. 
In acute dilatation of the stomach and paralytic 
ileus the loss of gastric and pancreatic juices due to 
vomiting is sufficient to cause death unless it is 
checked. In generalized peritonitis the failure of 
motility of the gastro-intestinal tract to propel the 
gastric and pancreatic juices to the absorbing por- 
tion of the intestinal canal is a cause of the usual 
blood findings. E. Licutenstetn, M.D. 


Horton, B. T.: Pyloric Block, with Special Reference 
to the Musculature, Myenteric Plexus, and 
Lymphatic Vessels. Arch. Surg., 1931, xxii, 438. 


The material used in this study was obtained 
from postmortem examinations at the Mayo Clinic. 

The findings showed an almost complete separa- 
tion between the circular muscle of the stomach and 
duodenum—an interruption of continuity of physi- 
ological significance, as Cannon expressed it—and 
a partial block of the gastric longitudinal fibers. 
The interruption of the circular muscle at the 
duodenopyloric juncture undoubtedly accounts for 
the block in peristaltic waves at the pylorus. The 
changes in tonus that are frequently observed in the 
duodenum with the approach of the gastric waves 
are probably due to the spread of some influence 
along the myenteric plexus, along the narrow bridges 
of muscle connecting the stomach and duodenum, 
or both. The various elements of the myenteric 
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plexus form a continuous, although winding, chain 
from the stomach to the duodenum. If the gastric 
waves were not blocked at the pylorus, but traveled 
on down the duodenum, even a short distance, duo- 

denal ulcer would probably be much less common. 

In the distal portion of the pyloric canal, where 
most of the longitudinal fibers dip into the circular 
muscle to form the dilator muscles of the pylorus, 
the anatomical arrangement of the fibers suggests 
that they must act as dilators of the pylorus. The 
marked hypertrophy of these fibers unassociated 
with hypertrophy of the circulatory fibers which is 
observed in annular carcinomata of the pyloric canal 
with partial obstruction to the pyloric outlet tends 
to substantiate this view. 

Carcinoma of the stomach rarely invades the du- 
odenum. It apparently spreads easily in all direc- 
tions in the walls of the stomach. Frequently it 
extends up to the pyloric ring, but at the pyloric 
ring it seems to stop abruptly. Even in advanced 
cases, the duodenum may remain free. It is well 
known that carcinoma usually spreads by direct 
extension or by way of the lymphatics. Several 
theories have been advanced to explain the immunity 
of the duodenum. It has been attributed to scarcity 
of lymphatic vessels communicating between the two 
organs, to the upward flow of lymph from the du- 
odenum to the stomach, to the alkalinity of the duo- 
denal contents, and to the obliteration of tissue spaces 
by spasmodic contraction of the pyloric sphincter 
to form a mechanical obstruction to the advance of 
the carcinoma. Horton discusses the lymphatic 

‘drainage of the stomach, the relationship between 
the lymphatics of the stomach and duodenum, 
and the bearing of these factors on the problem. 

In the investigation reported, only normal speci- 
mens were used. A modification of Gerota’s method 
was employed. In none of the specimens was there 
any demonstrable continuity between the sub- 
mucous lymphatics of the stomach and those of the 
duodenum. An indirect communication between the 
submucous lymphatics of the stomach and those 
of the duodenum has been demonstrated. In two 
specimens there was a direct communication be- 
tween the pylorus and a lymph node at the hilus 
of the liver. The drainage of the stomach is repre- 
sented by four distinct areas, the largest of which 
is the area drained by lymph nodes along the lesser 
curvature. The second most important is that on 
the greater curvature, which drains into the inferior 
gastric and subpyloric groups of lymph nodes. The 
third drains toward the splenic group of nodes, and 
the fourth drains the distal portion of the pars 
pylorica to the nodes above the pancreas. 


Magnant: A Case of Perforation of an Ulcer of the 
Stomach After Contusion of the Abdominal 
Wall (Sur un cas de perforation d’ulcére de l’estomac 
aprés contusion de la paroi abdominale). Bull. et 
mém. Soc. nat. de chir., 1931, lvii, 357. 


The literature records only nine cases of perfo- 
ration of an ulcer of the stomach after contusion of 
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the abdominal wall. The author reports a case in 
which such a perforation was caused by a blow in 
the epigastric region from the shaft of a cart. He 
emphasizes the importance of determining the pa- 
tient’s gastric history in all cases of abdominal 
contusion since in this case a history of previous 
gastric disturbances prevented the erroneous diag- 
nosis of rupture of the intestines. 

Between the time of the accident and the begin- 
ning of the pain there was an interval of freedom 
from symptoms. According to Grégoire, the pain is 
caused by the peritoneal reaction and not by the 
rupture of the ulcer per se or the first contact of the 
gastric contents with the peritoneum. Magnant be- 
lieves that the free interval in his case was due to an 
anterior perigastritis around an old callous ulcer 
which arrested the outflow of the gastric contents 
for a time; that the perforation was produced, so to 
speak, in two stages. He attributes the terminal 
anuria to a toxic nephritis which was manifested 
by cylinders and albumin appearing in the urine. 

To determine what happens to the stomach when 
a sudden blow is sustained in the epigastric region, 
Magnant made studies with the fluoroscopic screen. 
The screen shows clearly the respiratory movements 
of ascent and descent of the dark biconvex line 
formed by the dome of the diaphragm above the 
gastric air bubble. When the epigastric region is 
suddenly percussed the diaphragm becomes mo- 
mentarily arrested and then takes the position of 
forced inspiration whatever its position (inspiration 
or expiration) at the moment of the percussion. Ii 
the blow is sustained when the diaphragm is in 
the high expiratory position, the diaphragm de- 
scends suddenly to block itself for a second during 
inspiration. At the same time the abdominal wall 
is violently contracted and the stomach is pushed 
back and temporarily compressed in a semi-rigid 
frame formed by the dome of the diaphragm and 
the liver above, the mesocolon below, and the con- 
tracted walls of the abdomen in front and back. 
As the result of these changes and the contraction of 
the gastric walls, the gases and fluids within the 
stomach are forced with violence against the gastric 
walls. Pace. 


Bell, F. G.: Secondary Peptic Ulcer. J. College Surg. 
Australasia, 1931, iii, 331. 


Estimates of the incidence of secondary peptic 
ulcer vary from 1.6 to 36 per cent. The true incidence 
is probably between these extremes. As the pres- 
ence of a secondary peptic ulcer is often merely sus- 
pected on the basis of clinical or roentgen evidence 
and not verified by operation, an accurate estimate 
is impossible. 

Bell reports eight cases of secondary peptic ulcer. 
In two, the length of time between the operation and 
the development of the ulcer was five and thirteen 
years respectively. 

Jejunal ulcers show a greater tendency to perfo- 
rate than marginal ulcers. However, chronic mar- 
ginal ulcers may perforate into the transverse colon. 
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There seems to be no relationship between the 
type of suture material used and the occurrence of 
secondary peptic ulcer, since in the cases primarily 
operated upon by the author only catgut was used 
and there were no unabsorbable sutures. It appears 
also that the type of operation is not responsible 
since all techniques have been followed by secondary 
ulcers. The most important single factor is believed 
to be the type of patient. This is indicated by the 
fact that patients who have followed instructions in 
every detail may develop a secondary peptic ulcer 
whereas others who have done as they pleased may 
obtain satisfactory results. The poor results obtained 
following gastrojejunostomy for gastric ulcer led the 
author to abandon this procedure in favor of partial 
gastrectomy. 

Operations for the relief of secondary ulcers are 
difficult because of the adhesions of the colon and 
the shortening of the mesentery. In none of the 
cases reviewed was there a perforation of the colon. 
Of the two patients with perforated jejunal ulcers, 
one died after local repair. The other has had sus- 
picious symptoms since an operation in which the 
jejunal area was resected and a new gastrojejunos- 
tomy was established. In a case of marginal ulcer 
following partial gastric exclusion the anastomosis 
was undone, the jejunal portion resected, and the 
stomach restored by circular suture, the condition 
of the site of the primary ulcer having been found 
satisfactory. To date, the patient has remained in 
good condition. The other patients of the series were 
treated by partial gastrectomy, usually of the long 
loop, antecolic Polya type without entero-anasto- 
mosis. The jejunum was restored by transverse 
suturing. The entero-anastomosis was omitted in 
order to protect the suture line from the action of 
the hydrochloric acid by allowing direct access of 
bile and pancreatic secretions to the stomach. Omis- 
sion of the entero-anastomosis calls for special care 
in the closure of the duodenal stump. 

E. S. Pratr, M.D. 


Hertel: The Causes of Failures After Resection of 
the Stomach for Gastroduodenal Ulcer (Ueber 
die Ursachen von Misserfolgen nach der Magen- 
resektion wegen Ulcus gastroduodenale). Zentralbl. 
f. Chir., 1930, p. 3176. 

Only a few (according to Starlinger, fewer than 

I per cent) of the unfavorable results following re- 

section of the stomach are due to recurrence of the 

ulcer or the development of jejunal ulcer. In some 
cases inflammatory changes of the residual gastric 
mucous membrane are responsible. Hertel directly 
demonstrated such a gastritis with the gastro- 
scope and noted its association with characteristic 
postoperative symptoms which are different from 
those depending on the reduced size of the stomach. 

Postoperative adhesions are absent in only 13 per 
cent of cases in which an operation has been per- 
formed on the stomach, and it is still uncertain 
whether they are able, without marked mechanical 
disturbances, to produce a disease picture which can 
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be considered an entity. From improvement in 
methods of diagnosis and increase in our knowledge 
regarding the surgically treated stomach, the diag- 
nosis ‘‘adhesion symptoms’ will become less frequent. 

Also mentioned among postoperative complica- 
tions are spastic states of contraction with disturb- 
ances of emptying at the anastomosis or in the region 
of the efferent loop of gut which may be of a peri- 
odical nature and suggest chronic or late vicious 
circle or intermittent incarceration or invagination. 
In addition, chronic pancreatitis or pancreatic dis- 
turbances must be considered after gastric resections 
with blind closure of the duodenum. 

The possibility that the resection itself is the 
source of the symptoms must also be borne in mind 
as we know that the resulting deficiency of hydro- 
chloric acid is followed by interference with the 
effects of ferments and consequent impairment cf 
gastric digestion. While a certain compensatory 
balance and adaptation occurs, the gastro-intestinal 
canal always remains injured to a certain degree 
after resection. It is therefore surprising how well 
most patients get along after the operation. It is 
always to be expected that in some cases the entire 
organism will be injured in the course of time. At 
any rate, because of the marked physiological 
change in the digestive tract that is brought about 
by gastric resection, the symptoms complained of by 
some patients must not be immediately attributed 
to hysteria or neurasthenia as such a neurosis may 
have its origin in the altered organic function. In 
general, it may be said that the results of resection 
of the stomach will be less favorable the slighter the 
pathoiogico-anatomical findings at the first opera- 
tion. In other words, a patient suffering from a 
callous ulcer is so greatly relieved by gastric resec- 
tion that he gladly suffers the postoperative disad- 
vantages and believes himself cured, whereas in a 
case with slight objective findings an operation 
gives new impulses to a pre-existing neurosis through 
the organic changes it produces. 

In the discussion of this report, FRIEDEMANN- 
LANGENDREER, who had made several hundred 
follow-up examinations of the 1,500 patients whom 
he had treated by resection for ulcer, classified 
patients with postoperative symptoms into 3 groups: 
(1) those with true or pseudorecurrences of ulcer, 
including peptic ulcers of the jejunum, (2) those with 
roentgenologically demonstrable stasis due to a too 
narrow gastric exit, too precipitate emptying, in- 
sufficient utilization of food due to poor pancreatic 
function, demonstrable adhesions causing relative 
ileus, or the gastritis described by Hertel, and (3) 
those with indefinite symptoms in whom no cause 
can be found. True or pseudorecurrences can be pre- 
vented with considerable certainty if the entire 
antrum, including the pylorus and a sufficiently 
large portion of the duodenum, is removed. The 
patients with postoperative symptoms for which no 
cause can be found are usually nervous and apathetic 
persons without will power for health and work. 

(Z). 
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Fruchaud and Peignaux: Six Cases of Acute Intes- 
tinal Intussusception in Nurslings Treated by 
Barium Enema under Control of the X-Ray. 
Four Supplementary Interventions and Six 
Cures (Six cas d’invagination intestinale aigué des 
nourrissons traités par lavement baryté sous le 
contréle des rayons X. Quatre interventions supplé- 
mentaires, six guérisons). Bull. et mém. Soc. nat. de 
chir., 1931, lvii, 95. 

The authors believe that in acute intussusception 
occurring in infants treatment by barium enema is 
especially desirable because the condition is only 
exceptionally caused by a tumor or Meckel’s diver- 
ticulum, the rapid development of the symptoms 
(colic, vomiting, and blood in the stools) usually 
leads to a diagnosis before gangrene occurs, and 
laparotomy is of considerable gravity even when the 
general condition is good. 

Over a three-year period they have subjected all 
infants with acute intussusception to this treatment. 
To the eight cases which they reported previously 
they are now able to add six others in which they 
used the barium enema, making a total of fourteen. 
In nine cases a complete cure was obtained with the 
barium enema alone. In four, a supplementary 
laparotomy was done. The one death occurred in a 
case in which the roentgen findings were interpreted 
incorrectly and the patient was moribund when sub- 
jected to operation. The six recent cases are reported 
in detail. 

In the technique for the barium enema used by 
the authors the child is placed flat on its back on the 
X-ray table and, without an anesthetic, the enema 
is given under gentle pressure continuously and with 
the vessel containing the barium solution elevated 
from 50 cm. to 1 meter above the table. The injec- 
tion takes from five to ten minutes. 

The authors emphasize that the surgeon should 
watch the administration of the enema, and that the 
enema treatment should not be given unless opera- 
tion can be done at once if necessary. 

Failure of the enema treatment is attributed to 
the anatomical type of the invagination and the 
degree of constriction of the invaginated intestine. 
The authors warn against excessive pressure as it 
may cause rupture of the intestinal wall. 

James B. Mason, M.D. 


Hertel, E.: The Causes of Postoperative Jejunal 
Ulcer (Die Entstehungsursachungen des postopera- 
tiven Jejunalgeschwurs). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1930, xlii, 57. 


Hertel reports nine cases of postoperative peptic 
ulcer of the jejunum. Seven of the patients were males. 
In most of the cases an anterior gastro-enterostomy 
had been done. In all, the ulcer was found near the 
anastomosis. Penetration had occurred in 66.6 per 
cent. Conservative treatment is useless; only opera- 
tion holds out a promise of success. The author re- 
views experiments on the production of peptic ulcer 
of the jejunum which have been recorded in the 
literature and describes some of his own. The latter 
are summarized as follows: 


Series 1. Resection after a Billroth II operation, 
Following an invagination of the efferent loop of 
the small bowel, a fresh ulcer in the middle of the 
anastomosed bowel, an abscess of the adjacent 
omentum, and a chronic ulcer at the border caused 
by a silk suture were found. 

Series 2. Resection after a Billroth II operation 
with entero-anastomosis. Localized mucosal in- 
flammation was found in the region of the intestinal 
mucosa. : 

The theories as to the origin of peptic ulcer of 
the jejunum are the biochemical theory, the me- 
chanofunctional and traumatic theory, the spasmo- 
genic theory, the vascular theory, and the infectious 
and inflammatory theory. 


BIOCHEMICAL THEORY 


The portion of the small bowel used for the entero- 
anastomosis is not accustomed to the acid chyme 
as neutralization normally occurs in the duodenum. 
The lower segments of bowel are less resistant to 
the hydrochloric acid of the digestive mixture. In 
the stomach, the ingestion of food sets up a tem- 
porary protection against autodigestion. The pro- 
tective powers are in reciprocal relation to the 
physiological digestive processes which vary in place 
and time. The pyloric region is an acid stimulator 
which stimulates the fundus to increased gastric 
juice production by a nervous mechanism (second 
gastric secretion phase). The antrum function is 
reduced when the antrum is unburdened by gastro- 
enterostomy and disappears when radical extirpa- 
tion of the antrum is done. The impulse to stimulate 
the secondary secretory phase is increased by uni- 
lateral exclusion of the pylorus. In addition, the 
entrance of certain food substances sets up reflex 
influences of a chemical nature from the duodenum 
which reduce the quantity of juice and the acidity 
and digestive properties according to the method of 
operation, thereby changing the acidity relations of 
the stomach. The hydrochloric acid production of 
the second phase does not always coincide chrono- 
logically with the digestive function of the stomach 
which has been operated upon as the food may leave 
the stomach very rapidly, before the secretory curve 
is ended. These juices secreted by the empty stomach 
are particularly injurious. 

Not only the action of hydrochloric acid is im- 
portant, but also that of the duodenal juices as the 
latter contain the pancreatic ferment, trypsin, which 
also splits protein. Already in the stomach, first in 
the region of the anastomosis, reaction conditions 
prevail which are favorable for activation of the 
tryptic ferments. From time to time tryptic fer- 
ments which are activated but not combined with 
protein and have an especially high digestive action 
flow over the anastomosis. Operations which !eave 
a blind pocket are associated with the additional 
danger that powerful tryptic digestive secretions 
may be retained, whereby their digestive action 1s 
increased. These tryptic components must be con- 
sidered as well as the peptic components. 
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When gastro-enterostomy is done the second 
hydrochloric acid production phase is diminished. 
However, the reduction of acidity persists for only 
a short time. Later, the acid levels are often in- 
creased. When an anterior gastro-enterostomy is 
done the conditions are more unfavorable because 
of the entero-anastomosis. The duodenal juices 
then flow immediately into the efferent loop without 
being mixed with gastric juice at the anastomosis. 
As a result, a greater tendency toward secondary 
ulcer formation is perhaps produced. After a 
von Eiselsberg exclusion of the pylorus, peptic ulcer 
of the jejunum occurs very frequently. Acid secre- 
tion is considerably increased. Moreover, there is 
an empty stomach secretion, and tryptic digestive 
juices are active. Inhibitory reflexes from the duo- 
denum are absent. After gastric resection there is 
absence of the entire second chemical phase because 
of loss of the antrum. Moreover, the inhibitory 
reflexes from the duodenum are absent, and the 
acid-producing gastric mucosa is reduced. 

The ulcers observed after the Billroth I operation 
are not secondary ulcers, but suture recurrences. 
However, in exceptional cases there are recurrent, 
postoperative ulcers which are probably produced 
by the tryptic ferments. When a Y gastro-enteros- 
tomy is done not all of the transpyloric secretions 
come into contact with the anastomosis and there 
is absence of neutralization in the anastomosis. The 
radical methods have the advantage that not only 
the ulcer-bearing and ulcer-favoring portion of the 
stomach is extirpated with the antrum, but also 
the second phase of hydrochloric acid production 
a aa The result is a lowering of the acid 
evels. 

From these facts it is evident that there is a 
certain dependence of the ulcer tendency upon the 
secretory conditions. The accessory réle of an 
unphysiological action of the chyme is thereby 
demonstrated. However, other factors must be 
considered also, as the ulcers are only circumscribed 
lesions whereas the chemical insults are directed 
against the entire anastomosed bowel. 


MECHANOFUNCTIONAL AND TRAUMATIC THEORY 


The spur-like portion of bowel wall opposite the 
anastomosis acts as a bar against which the food 
residue impinges. This portion of intestine is not 
accustomed to such undigested masses. The con- 
stantly repeated mechanical irritation accounts for 
the shape of the ulcer. The operative trauma plays 
no great réle. However, the anastomotic ring is to 
be regarded as an area of diminished resistance 
where inflammatory processes take place. Un- 
absorbable suture material is blamed. 


SPASMOGENIC THEORY 


Invaginations of the efferent loops have been 
found. Previous stages of intermittent character 
must also be considered. Spastic contraction states 
occur in the anastomotic bowel. It depends on their 
nature, duration, and intensity whether they will 
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lead to gastro-intestinal obstruction, intermittent 
chronic or acute invagination, or an ulcer at the site 
of the anastomosis. The ulcer is the result of a local 
spasm. 
VASCULAR THEORY 

In the mesenteric segment belonging to the 
anastomotic bowel vascular damage leading to 
thrombosis or stasis in the blood vessels may be 
produced by operative displacement, rotation, trac- 
tion, or crushing. 


INFECTIOUS AND INFLAMMATORY THEORY 


There are certainly relationships between local 
infections and the formation of postoperative peptic 
ulcers of the jejunum. Suturing is followed by the 
formation, in the intestinal wall, of minute, circum- 
scribed abscesses which may peneirate toward the 
mucosa. The result is an inflammatory traumatic 
ulcer which is maintained by the biochemical action 
and the silk sutures. Accordingly, the tendency 
toward secondary ulcer formation is dependent 
upon factors which may be considered unfavorable 
in a biochemical sense. Chief among the latter are 
abnormal conditions which increase the activity of 
the digestive juices—an increase in hydrochloric 
acid production, a disturbance in the relationships 
of the physiological digestive processes. The dis- 
crepancy between the rapid emptying through the 
anastomosis and the secretion of gastric juice results 
in unchecked action of uncombined digestive juices 
upon the intestinal wall. In addition, there is the 
disturbance of neutralizing processes after the 
anastomosis. The acid secretion of the stomach and 
the alkaline secretion of the duodenum are not inter- 
mixed in the transpyloric region. Therefore each is 
uncombined and possesses special digestive power. 
The more important of the two is the gastric juice. 
The tryptic component, however, plays a réle. In 
the presence of highly digestive juices relatively 
slight injury of the wall is sufficient for the develop- 
ment of an ulcer, whereas in the presence of less 
powerful digestants a correspondingly more severe 
trauma is necessary. 

To account for the damage to the wall at the 
anastomosis, several possibilities are suggested. 
Locally circumscribed spastic contractions occur 
which interfere with circulation. Vascular changes, 
stasis, thrombosis of the corresponding mesenteric 
segments are added. The anastomotic margin is and 
remains an area which favors infection (stitch 
abscess, silk-suture ulcer). In addition, there are 
the mechanical changes at the anastomosis. It is 
not surprising, with the multiple possible combina- 
tions, that peptic ulcer of the jejunum fails to heal. 

Erich HEmpet (Z). 


Lockhart-Mummery, J. P., and Hodgson, H. G.: 
Diverticula of the Colon and Their Sequelz. 
Brit. M. J., 1931, i, 525. 

Diverticula are the most common pathological 
lesions of the colon. In the majority of cases they 
are formed in the pelvic colon. On account of the 
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arrangement of the rectal muscular fibers they do not 
occur in the rectum. After about the age of forty- 
five years the formation of diverticula is favored in 
certain persons by loss of tone of the muscularis. 
The loss of tone seems to be definitely associated 
with a tendency toward the deposit of excessive fat 
in the abdomen and elsewhere. 

Roentgen examination plays an important rdle in 
the diagnosis and observation of the progress of the 
condition. The preferable technique is that in which 
the barium enema is used, but occasionally the 
barium must be given by mouth. The examination 
should be made in several planes. The authors ex- 
amine their patients with the X-ray every six 
months. 

Uninflamed diverticula may rupture into the peri- 
toneal cavity spontaneously, but inflammation within 
the walls is most dangerous. The diverticula do not 
cause any symptoms as long as inflammatory com- 
plications are absent. They tend to increase in size 
and number in spite of treatment. Carcinoma oc- 
casionally follows suppurative diverticulitis, but the 
latter is not a common cause of carcinoma. 

The treatment of diverticula of the colon is not 
well established. The best results have been obtained 
in cases in which the affected portion could be com- 
pletely resected and the bowel joined again. Oper- 
ations for diverticulitis are among the most difficult 
of surgical procedures, yet often give excellent re- 
sults. Surgical treatment should not be delayed 
until a grave complication develops, but should be 
given in time to prevent such a complication. 

O. Latmer, M.D. 


Robertson, D. E.: Sympathectomy for Megalocolon. 
Canadian M. Ass. J., 1931, XXiv, 359. 


Robertson reports three cases of congenital 
megalocolon or Hirschsprung’s disease which were 
treated by operation on the lumbar sympathetic 
trunk. Previously, surgical treatment of this con- 
dition consisted of either a short-circuiting operation 
or the more radical total extirpation of the enlarged 
colon. These are grave operations and are not 
always completely successful. 

Royle, who devised the operation for relief of 
spasticity of the lower extremities in cases of upper 
motor neurone lesions, found that the first patient 
subjected to the procedure was cured of severe 
constipation. Later he reported thirteen additional 
cases in which constipation was cured. Gaskell 
believes that the large bowel is innervated by both 
the sympathetic nervous system and the para- 
sympathetic pelvic nerve. The pelvic nerve is 
thought to be concerned with the movements of the 
bowel, while the sympathetic nerves are believed to 
— bowel action and control the sphincters of the 

wel. 

The first case reported by Robertson was that of a 
mentally deficient girl nine years of age who had had 
intractable constipation since infancy. Cathartics 
in large quantities had no effect, and the results of 
enemas were little better. It was not unusual for 


the child to go one week without a bowel movement. 
She frequently complained of pain in the abdomen. 
Roentgen examination after a barium enema re- 
vealed an enormous colonic dilatation filling the 
entire pelvis and abdomen. No haustration was 
visible. 

At operation performed September 23, 1927, under 
general anesthesia, an incision was made on the 
left side as for lumbar nephrectomy and a Royle 
incision was made from the level of the twelfth rib 
downward in line with the edge of the quadratus 
lumborum, across the lumbar triangle, and forward 
just below the crest of the ilium. The lumbar 
triangle was then defined and perforated. Division 
of the edge of the erector spine muscles and down- 
ward division of the attachment of the external 
oblique were then done. The peritoneum was 
stripped from the posterior abdominal wall, across 
the psoas muscle, and over the anterior surface of the 
vertebre. Along the anterior surface of the vertebrx 
the sympathetic cord was easily identified. The rami 
running from the medial surface of the cord were 
picked up and divided. The wound was closed by a 
running layer suture. 

After the operation the patient had an involuntary 
bowel movement, and, with a daily enema, a regular 
movement occurred on all but two of thirty-nine 
successive days. The operation produced an im- 
mediate increase in the temperature of the leit leg. 
The foot became, and has remained, dry. Two vears 
after the operation, roentgenograms revealed a small 
ascending colon with marked haustral markings. 
The bowel movements have continued regular each 
day, and there has been marked improvement in the 
general health. 

The second case reported was that of a girl nine 
years of age who had had constipation since birth 
and about every three weeks suffered an attack of 
nausea and vomiting, which were relieved by bowel 
movements. At operation performed September 14, 
1929, under general anesthesia, a left lumbar 
sympathectomy was done, the second, third, and 
fourth lumbar spinal segments of the rami com- 
municantes being sectioned. Recovery was unevent- 
ful. After the operation, bowel movements were 
most satisfactory. A roentgen examination made in 
March, 1931, showed the colon to be small and 
spastic. The increase in the temperature of the left 
foot which was caused by the operation has re- 
mained constant. The left foot has been warm 
when, during the winter, the right foot has been 
uncomfortably cold. 

The third case reported was that of a woman 
twenty years of age who had been subjected to 
appendectomy for indefinite abdominal pain. The 
appendix was free from disease, but the large bowel 
was found larger and thicker walled than normal. 
Two years later a 2-ft. segment of the intestine was 
resected, but the symptoms were not relieved. Ata 
third operation, more of the large bowel was re- 
moved, but after three months the abdominal pains 
recurred and the constipation was very obstinate. 
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Two years later a lump which formed in the left 
jower quadrant of the abdomen necessitated a fourth 
operation. At that time a movement of the bowels 
occurred only every third or fourth day. On March 
17, 1930, bilateral sympathectomy was performed. 
The sympathetic cord was isolated and amputated 
from the level of the second to the fifth lumbar 
vertebra. At the conclusion of the operation the 
left foot was definitely warmer than the right. 
During the first week after the operation there was 
no obvious change in the bowel movements, but 
thereafter improvement was rapid with daily 
enemas. 

After submitting this article for publication the 
author added to it the report of three other cases of 
megalocolon cured by sympathectomy. He believes 
that the lumbar sympathetic cord is approached 
most safely and easily by the extraperitoneal route. 

Joun W. Nuzvum, M.D. 


Hurst, A. F., Briggs, P. J., Dukes, C., Lockhart- 
Mummery, J. P., and Others: Discussion on 
Ulcerative Colitis. Proc. Roy. Soc. Med., Lond., 
1931, Xxiv, 785. 

Hurst stated that he had had frequent op- 
portunities to make sigmoidoscopic examinations in 
cases of dysentery. Amoebic dysentery presents 
quite a characteristic picture bearing no resemblance 
to that of ulcerative colitis, whereas the picture of 
bacillary dysentery is indistinguishable from the 
picture of ulcerative colitis. Flexner’s bacillus 
dysenteriae may be obtained by scraping the base of 
the ulcer in the bowel through the sigmoidoscope. 
As the majority of cases of bacillary dysentery 
coming under observation in England are already in 
the chronic stage, it is easy to understand the im- 
possibility of recovering the bacteria from the stools 
since it is well known that isolation of the bacillus 
from the stools in typical dysentery in the Tropics 
may be very difficult after the acute stage of the 
condition has passed. The fact that positive bacterial 
findings are found only in the early cases and the 
fact that many cases respond to specific treatment 
with anti-dysentery serum confirm the view that 
ulcerative colitis is a form of bacillary dysentery. 
Achlorhydria was present in about 25 per cent of 
Hurst’s cases. Absence of the normal acid pro- 
tective barrier of the stomach permits swallowed 
organisms in infected food and water to reach the 
intestines. 

Among 693 cases of ulcerative colitis seen at the 
Mayo Clinic in the period from 1923 to 1928, the 
complications of the disease were as follows: 
adenomatous polyposis, 69 cases; stricture, 59 cases; 
perirectal abscess, 26 cases; perforation, 18 cases; ma- 
lignant disease, 15 cases; and arthritis, 30 cases. 
These were the complications seen in Hurst’s cases. 
As structures may develop without a change in the 
symptoms, a barium enema should be given from 
time to time in chronic cases. In 3 of Hurst’s cases, 
which would have been fatal if otherwise treated, 
complete recovery followed a short-circuiting opera- 


tion. In 2 cases, cancer developed following polypi 
formation in the rectum on the basis of an ulcerative 
colitis. Anal infections are of great importance and 
tend to persist after the infection has healed. 

Direct examination of the mucosa of the rectum, 
which is the part first involved and the last to heal, 
is essential for diagnosis and for guidance in treat- 
ment. A long proctoscope is easier to manipulate 
than a sigmoidoscope and has the advantage of 
bringing the mucosa nearer the eye, thereby facili- 
tating examination of the anal canal, but Hurst has 
had several cases of carcinoma of the rectum and 
pelvic colon which were treated as cases of dysentery 
until an examination was made with the sig- 
moidoscope. 

Essential parts of the treatment are rest in bed, 
warmth, and a generous mixed diet from which only 
the skins of fruit and the fibers of vegetables are ex- 
cluded. When anemia is present, transfusion im- 
proves the general condition and hastens healing of 
the ulcerations. Charcoal may be employed to ab- 
sorb the gas. Tannic acid is the most useful drug. 
It is given after preliminary lavage with normal 
saline solution through a soft catheter introduced 
just beyond the anus. 

In early cases, and in an occasional late one, the 
use of polyvalent anti-dysentery serum has given 
results little short of miraculous. A young man, 
almost moribund, who had been ill a year and in 
whom no improvement followed appendicostomy, 
recovered completely in two weeks after the use of 
this serum. Five days after the first injection the 
sigmoidoscope showed that innumerable ulcers 
which had been present previously had vanished, 
and nine days later the appearance of the mucous 
membrane was absolutely normal. Hurst has never 
seen the slightest benefit follow any form of vaccina- 
tion, and in some cases has noted definite aggrava- 
tion of the local condition after such treatment. 

The mortality of ulcerative colitis is low. Com- 
plete recovery may result after very long periods of 
treatment, but there is a tendency toward re- 
currence. Associated oral and pharyngeal infections 
and anal complications must be treated. Relapse 
may follow an acute sore throat. The patient should 
take sufficient paraffin oil to keep the stools soft. 
If hydrochloric acid is absent from the stomach, it 
— be supplied for the rest of the patient’s 
ife. 

Briccs showed a series of lantern slides demon- 
strating the value of roentgenography in determining 
the extent of the disease. 

DvuKEs discussed the pathology of ulcerative 
colitis. The condition begins as an acute inflamma- 
tion of the mucous membrane of the colon which 
results in the formation of patches of localized 
necrosis followed by the separation of sloughs and 
superficial ulceration. In about ro per cent of cases, 
ragged tags of polypoidal mucous membrane remain 
after the ulcers heal. These are not true adenoma- 
tous proliferations. Other complications of the heal- 
ing process are stricture, cancer, and perforation. 


ont. 
en, 
re- 
the 
was 
der 
the 
vle 
rib | 
itus 
ard 
bar 
sion | 
wn- 
rnal 
was 
ross 
the 
bra 
ami 
vere 
va 
Lary 
ular 
nine 
im- 
leg. 
ears 


136 INTERNATIONAL ABSTRACT OF SURGERY 


Those who postulate a specific agent as the cause 
of the disease have failed to furnish a completely 
satisfactory explanation. The diplostreptococcus of 
Bargen can be cultivated from the ulcers, but is 
found also in other types of ulceration and in the 
normal colon. The course of the experimental dis- 
ease in rabbits following the intravenous inoculation 
of Bargen’s organism does not resemble that of 
ulcerative colitis in man. In rabbits, similar symp- 
toms follow inoculations with other bacteria. 
Bargen’s diplostreptococcus and other types of 
fecal streptococci are probably secondary invaders, 
the ulceration being first brought about by some 
other agent. 

LockHART-MuMMERY said that the great majority 
of cases of ulcerative colitis, apart from tropical 
dysentery, are due to infection of the mucosa of the 
colon by the streptococcus fecalis or viridans, and a 
few to the tubercle bacillus. The sigmoidoscope is a 
necessary adjunct to both the diagnosis and the 
treatment of the malady. He stated that ap- 
pendicostomy is curative, provided it is performed 
early before the bowel has been severely damaged. 
At St. Mark’s Hospital, London, appendicostomy is 
regarded as the one method that can always be 
relied upon. 

The prevalent idea that this simple operation 
should be delayed until lavage and all forms of medi- 
cal treatment have been tried is fundamentally wrong. 
The appendix should not be opened until the skin 
wound has healed, and the opening should not be 
closed until the patient has gone for a full year with- 
out treatment or recurrence. Perforation occurs in 
the early stages of the disease and is usually fatal. 
Stricture is a serious and late complication. Liver 
abscess, common in the ameebic type of dysentery, 
is rare in ulcerative dysentery. 

Tiny stated that he was particularly interested in 
ulcerative dysentery during the late war when he 
was in a dysentery hospital. He believes that 
neither sigmoidoscopy nor operation is necessary in 
the treatment, and that morphine injections and a 
daily enema are contra-indicated. He has adopted 3 
stages of treatment by rectum: (1) starch and 
opium, (2) colonic washes, and (3) in a late stage, 
medicated enemas. For the constipation he prefers 
paraffin oil. 

Hopcson said that in advanced ulcerative colitis 
the roentgenogram reveals an entire absence of 
haustration. 

Poynton reported that he had suffered from 
ulcerative colitis while he was a student in 1893. 
His case had been reported in the Lancet as one of the 
first of recovery on record. He places most reliance 
in the treatment on skillful nursing, careful regula- 
tion of the diet, the administration of opium and 
bismuth by mouth, and opium enemata. He has 
found kaolin of great value. 

GorDON-WATSON said that he always performs 
appendicostomy. He believes that it is impossible to 
treat the proximal colon adequately without it. He 
emphasized the importance of repeated blood trans- 


fusions and irrigation through the appendix with 
barium-sulphate solution. 

BuURNFORD concluded from an experience with 
about 50 cases of ulcerative colitis that some cases 
are curable while others are not. He treats his cases 
by ionization. If after three weeks the patient is not 
doing well, he feels justified in calling in the surgeon 
to put the colon at rest. 

RUSSELL discussed the various physical methods 
of treatment, such as ionization, diathermy, and 
colonic irrigation. Joun W. Nuzum, M.D. 


Devine, H. B.: Safer Colon Surgery. Lancet, 1031, 
ccxx, 627. 

The author first describes his modification of the 
operation of Paul (exteriorization resection of the 
colon or ileum and colon). The operation as per- 
formed by Paul was followed by slow convalescence 
and a fecal fistula which required secondary closure. 
In the author’s modification, the attempt is made to 
effect an early anastomosis and to avoid the un- 
necessarily large artificial anus comprising the open 
ends of both segments of bowel by forming a fistula 
which will be only large enough to subserve the 
required function and can be closed by a gradual 
method of repair carried out as a part of the daily 
dressings. 

The early anastomosis is made by applying in the 
first twenty-four hours an enterotome with very 
generously bevelled edges and a narrow almost cut- 
ting edge. The bevelled edges make possible the ap- 
plication of a wide and graduated pressure which 
will produce broad anastomotic junctions. After 
from thirty-six to forty-eight hours, the narrow cut- 
ting surface of the clamp is brought into play by 
extra pressure, the gangrenous tissue is cut through, 
and the adjacent bowel is connected in from three 
to four days. 

The control of the size of the fistula depends, first, 
on leaving outside of the abdominal wall, in the am- 
putation of the diseased segment, enough of the 
ends of the intestinal segments to permit closure, 
and second, on getting rid of the redundancy by 


‘suturing all of the non-functioning end of the distal 


segment and part of the end of the proximal segment 
in the first forty-eight hours, before the chronic in- 
flammation which is part of the process of natural 
healing makes the intestinal wall too rigid. In this 
way immediate and certain union is obtained and a 
smal! manageable fistula like a caecostomy is left. 
After from eight to ten days the gut is painless and 
can be sutured, without the administration of an 
anesthetic, as part of the daily dressing. The sutur- 
ing is done as soon as the fistula has fulfilled its 
purpose and while the intestinal wall is still some- 
what flexible. As eversion or prolapse of the mucous 
membrane interferes with or may prevent the heal- 
ing of the intestinal wound, the mucous membrane is 
freely amputated. 
Devine describes in detail also his method of doing 
a colectomy and an ileocolectomy. 
Joun J. Matoney, M.D. 


— 


Fiorini, E.: Histological Changes Found in the 
Colon Removed Surgically in Cases of Habitual 
Constipation (Sulle alterazioni istologiche ris- 
contrate nell’intestino colon asportato chirurgica- 
mente nei casi di stipsi abituale). Arch. ital. di chir., 
1931, XXVili, 


The author reviews twenty-three clinical cases 
of habitual constipation and reports the findings 
of experiments on rabbits in which constipation of 
varying severity was brought about artificially. The 
histological changes in the colon are described in 
detail and shown by photomicrographs. In the 
mucosa there were changes in the epithelium in the 
form of mucous swelling and flattening, malforma- 
tion, and desquamation of the cells. The intestinal 
glands showed atrophy and rarefaction, and the 
reticulate tissue showed proliferation, enlargement 
of its meshes, and infiltration by lymphocytes, leuco- 
cytes, polynuclear leucocytes, and plasma cells. The 
solitary lymphatic follicles were enlarged. In the 
muscularis mucose in some cases there was hyper- 
trophy of the muscle elements with small-cell infil- 
tration between them. In the submucosa there was 
enlargement of the connective tissue fibers with con- 
gestion of the small vessels. The muscle layer fre- 
quently showed hypertrophy and hyperplasia of the 
fibers and in a few cases substitution of the fibers by 
connective tissue. The thickness of the serosa and 
subserosa was increased. Auerbach’s plexus was less 
well developed than normal and not in proportion 
to the increased thickness of the muscularis. In 
some cases it was abnormal in shape and showed 
substitution of connective tissue for the nerve ele- 
ments. The elastic tissue was poorly developed, par- 
ticularly in proportion to the thickness of the mus- 
cularis. In some cases it was absent or irregular in 
arrangement. 

These are the changes of chronic inflammation. 
The author believes that the difference between 
functional and organic constipation is only chrono- 
logical. Functional constipation becomes organic 
when the anatomical changes described take place. 
It is possible that the changes in the mucosa cause 
interference with the transmission of nerve stimuli 
from Auerbach’s plexus, and that the hypertrophy 
and hyperplasia of the muscles is an attempt at 
compensation. When more or less advanced atrophy 
of the mucosa and nerve elements has taken place, 
restoration to normal can hardly be hoped for and 
surgical removal of the diseased segment of the in- 
testine removes an obstacle to the passage of feces. 
The results of surgical operation have shown that 
such a segment is useless and even harmful. When 
cases of truly organic constipation can be differen- 
tiated from those of functional constipation, surgical 
operation will give much better results than it has 
yielded heretofore. Auprey G. Morgan, M.D. 


Balestra, G.: The Erect Caecum (Sul ceco eretto). 
Radiol. med., 1931, xviii, 161. 


The author studied ten cases of inversion of the 
cecum with the roentgen ray. The base of the 


SURGERY OF THE ABDOMEN 137 


cecum was directed upward in an anterior, posterior, 
lateral, or medial direction. It was found in the 
subhepatic, iliac, and pelvic regions. In none of the 
cases did the flexion of the cecum cause obstruction. 

The subjective symptoms consisted of attacks of 
dull continuous pain or frequent colics in the right 
iliac region and mild dyspeptic symptoms such as 
belching, bloating, and a sense of weight in the 
epigastrium. The only constant objective finding was 
deep tenderness in the right iliac fossa. 

Surgical intervention in seven cases showed that 
the abnormal position of the cecum was maintained 
by periappendiceal, pericecal, or pericolic adhesions 
or bands. The adhesions were divided and the 
cecum replaced and fixed in its normal position. The 
four patients who were traced after the operation 
reported that their abdominal distress had been 
completely relieved. 

In the author’s opinion, the inverted cecum is an 
abnormally mobile cecum which has become fixed 
in its abnormal position as the result of a prenatal or 
postnatal pathological process. Incomplete descent 
or abnormal rotation of the cecum is not a factor. 
Malpositions differ from incomplete or abnormal ro- 
tation of the cecum by the absence in the former of 
changes in the length and position of other segments 
of the colon, particularly the ascending colon which 
tends to be abnormally mobile. This differentiation is 
important when surgical intervention is considered. 

The only means of making a diagnosis of inverted 
cecum is roentgen examination. 

Peter A. Rost, M.D. 


Tasche, L. W., and Spano, J. P.: An Analysis of 
700 Consecutive Appendectomies. Ann. Surg., 
1931, XCiii, 899. 

In the period from 1920 to 1925 the incidence of 
appendicitis increased from 11 to 14.4 per 100,000 
population. In the United States, about 20,000 
persons die from the condition each year. Ap- 
pendicitis occurs with equal frequency in males and 
females. 

Of the acute cases reviewed by the authors, 60.9 
per cent were those of males, whereas of the chronic 
or interval cases, 61.4 per cent were those of fe- 
males. In 75 per cent of the cases the condition 
occurred during the second or third decade of life. 
The average age of the patients was twenty-one and 
nine-tenths years. Appendicitis is most common in 
the summer months, possibly because of the in- 
creased prevalence of gastro-intestinal disorders in 
the summer. In 5.8 per cent of the cases reviewed 
there was a history of recent infection. The most 
common preceding conditions were colds, sore 
throat, and tonsillitis. Recent or simultaneous 
infections were more frequent in children than in 
adults. More than half of the patients had had 


previous attacks of appendicitis, and many of them 
were referred during an interval between attacks. 
The cases were classified clinically as mild, 
moderate, severe, and very severe. Pathologically, 
they were grouped into the following 4 classes: (1) 
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those with no evidence of active inflammation, (2) 
those of recurrent appendicitis in which previous 
infection was evidenced by perivascular collections 
of lymphocytes in the serosa, (3) those of acute 
suppurative appendicitis, and (4) those of “‘oblit- 
erated appendix.” 

The most satisfactory classification was found to 
be the surgical-pathological. According to this 
classification, the cases were divided into the fol- 
lowing 5 groups: 

1. Appendicitis without suppuration. a. Chronic 
appendicitis. This group included all cases with a 
definite history of appendicitis and many which 
should be classified as cases of acute or subacute 
subsiding appendicitis because tenderness was pres- 
ent over McBurney’s point. In 339 interval cases 
there was 1 death, a mortality of 0.3 per cent. The 
patient who died was an obese woman whose 
appendix was located under the liver and whose 
caecum had not descended normally. Her death 
resulted from paralytic ileus which was attributed to 
the prolonged exploration necessary at the time of 
operation. 6. Acute appendicitis. There were 361 
cases in this group with a mortality of 6.4 per 
cent. 

2. Acute suppurative appendicitis. The 72 cases 
in this group included all cases of suppuration in 
which there was no peritoneal involvement or 
abscess formation. The mortality was 1.4 per cent. 

3. Acute appendicitis with local peritonitis. In 
this group there were 156 cases with a mortality of 
2.5 per cent. 

4. Acute appendicitis with abscess. This group 
included 112 cases with a mortality of 9.7 per 
cent. 

5. Acute appendicitis with diffuse peritonitis. In 
21 cases in this group there were 8 deaths, a mortality 
of 38 per cent. 

The total mortality was 3.4 per cent. Nineteen of 
the 24 deaths were those of males. The largest 
number of deaths occurred in the cases of children 
and aged patients. The high mortality is attributed 
to delay of operation. In certain cases the clinical 
picture may be very misleading. In such cases the 
policy of immediate operation is of particular im- 
portance. As the increase of leucocytes is a pro- 
tective function, the presence of a leucopznia usually 
indicates poor resistance. In the cases of children 
and in cases with diffuse peritonitis, the pulse and 
temperature are usually higher than in other cases. 
In most cases they are only slightly increased. 

The presence of white and red blood cells in the 
urine was noted in 28 of the cases reviewed. These 
findings are probably due to the action of toxins 
of the kidneys, extension of an abscess to the kidney, 
the development of ureteritis following contact of the 
ureter with the inflamed appendix, or the develop- 
ment of cystitis in association with a pelvic abscess. 

In conclusion the authors state that the greatest 
chance of reducing the mortality of acute ap- 
pendicitis lies in early diagnosis followed by im- 
mediate appendectomy. E. S. Piatt, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Linton, R. R.: The Relation of Calcium to the 
Hemorrhagic Tendency in Obstructive Jaun- 
dice. Ann. Surg., 1931, xciii, 707. 

A hemorrhagic tendency complicating obstruc- 
tive jaundice has long been recognized. As most 
authorities have considered it closely related to the 
availability of calcium in the blood stream, the 
author made a laboratory and clinical study of the 
blood calcium. 

The laboratory work was done on cats as the 
normal blood calcium in these animals (from 9.0 to 
11.0 mgm. per 100 c.cm.) is essentially the same as 
the normal blood calcium in man. 

The obstructive jaundice was produced by ligating 
and dividing the common bile duct. Calcium deter- 
minations were made by the Tisdall modification 
of the Kramer-Tisdall method both before and after 
the production of the jaundice. The degree of 
jaundice was determined by the quantitative van 
den Bergh test. The animals lived a maximuin of 
three or four weeks after the experiments. 

It was found that marked obstructive jaundice 
lasting as long as three weeks did not affect the 
blood-calcium level. The blood calcium was not 
accumulated with the bile pigments nor was it 
decreased by increased excretion. 

The clinical studies were made in a series of 
cases of obstructive jaundice treated at the Massa- 
chusetts General Hospital. The author does not 
agree with the conclusion of Vincent and Walters 
that, in vitro, the addition of a few drops of 1 per 
cent calcium chloride shortens the coagulation time. 
Of twenty-three of Linton’s tests in which the 
blood was treated with calcium chloride, the time 
was longer than in untreated blood in seventeen 
and shorter in only six. 

Of forty patients with obstructive jaundice, most 
of whom were operated upon within the last two 
years, twenty-three received pre-operative prepara- 
tion with two or more injections of 5 or ro per cent 
calcium chloride while seventeen received no calcium 
chloride. Bleeding occurred in fifteen (65 per cent) 
of the former and in only four (23 per cent) of the 
latter. The two groups were practically the same 
as regards the degree and duration of the jaundice 
and the operations on the biliary system. In a 
number of cases of postoperative bleeding in which 
calcium was used, the results were negative. 

Calcium-chloride therapy showed no effect on the 
sedimentation rate in five cases in which the test 
was made before and after the treatment. Patients 
with a slow or normal sedimentation rate did not 
bleed, while those with a rapid rate were api to 
bleed. 

In the author’s opinion, the theory that the bile 
pigments unite with available calcium in the blood 
stream, thereby changing it to a form which is unus- 
able in the process of coagulation, has not been s:tis- 
factorily proved. 
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Linton draws the following conclusions from the 
study reported: 

1. The administration of calcium in obstructive 
jaundice for the prevention of postoperative hamor- 
rhage has no theoretical or practical basis. 

2. The lowered coagulability of the blood in cases 
of obstructive jaundice does not seem to be due to a 
deficiency or an abnormality of the blood calcium. 

3. The most effective means of preventing and 
stopping postoperative hemorrhage in obstructive 
jaundice is repeated direct blood transfusion supple- 
mented by a high carbohydrate and fluid intake 
before and after operation. 

L. Enwrots Bovik, M.D. 


Fowler, R. S.: Cholecystectomy Without Drainage. 
Ann. Surg., 1931, xciii, 745. 


Fowler omitted drainage in 240 cases in which 
cholecystectomy was done. One hundred and 
ninety-four of the patients were females. Adhesions 
were present in all cases. They varied from slight 
adhesions of the ampulla to the duodenum to ex- 
tensive adhesions involving the fundus of the gall 
bladder in addition. Stones were present in about 
half of the cases. 

Eight of the patients died. Seventeen have not 
reported since they were discharged from the hos- 
pital. One hundred and ninety-six have been well 
for periods ranging from three months to eight years 
after the operation. Nineteen reported symptoms of 
one kind or another from three months to seven 
years after the operation. 

Wound infection seemed to be at least as common 
with drainage as without it. 

As in the 240 cases reviewed the mortality was 
greater than in a very much larger series of more 
serious cases in which drainage was established and 
the incidence of cure was considerably lower than in 
cases with drainage, Fowler concludes that it is wiser 
to drain than not to drain. Samuet Kaun, M.D. 


Waugh, G. E.: Transplantation of an External 
Biliary Fistulous Tract into the Duodenum. 
Brit. J. Surg., 1931, Xviii, 581. 

The case reported was that of a man seventy- 
three years of age who had had an operation for 
gangrene of the gall bladder one year previously. 
The wound had never healed, and a complete ex- 
ternal biliary fistula had formed. The stools were 
clay-colored, and the urine contained only a faint 
trace of pigment. 

At operation, the previous operative site was 
found to be involved by a mass of dense fibrous 
tissue. When the fistulous tract was excised down 
to its origin it was seen to be attached to the right 
hepatic duct. No evidence of the common duct 
was discovered. The distal part of the fistula was 
anastomosed to the duodenum without difficulty. 

The patient made an easy convalescence, and by 
the fifth day the stools were pigmented. Eight 
months later the patient was reported well. 

STtanLEY H. MENTzER, M.D. 
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MISCELLANEOUS 


Chiray, M., Benda, R., and Lomon, A.: Acquired 
Non-Traumatic Hernia of the Stomach 
Through the sophageal Orifice of the Dia- 
phragm. Symptoms and Pathogenesis (La 
hernie acquise non-tramatique de l’éstomac a 
travers l’orifice oesophagien du diaphragme. Symp- 
toms et pathogénie). Presse méd., Par., 1930, 
XXXviii, 1601. 

Diaphragmatic hernia is not as rare as was be- 
lieved before roentgen studies were made routinely 
in cases of chest conditions. Between the old 
statistics of Béclére and the more recent statistics 
of MacMillan and others as to its incidence there is 
a wide difference. In 1926, Pancoast and Boles 
discovered 16 diaphragmatic hernia among 09,000 
patients examined. All but 1 were non-traumatic. 

A distinction must be made between non-trau- 
matic congenital herniz and traumatic hernie. The 
latter occur through the lateral, fleshy portions of 
the dome of the diaphragm, at weak points or the 
sites of congenital defects, whereas the former occur 
through one of the natural orifices in the central 
portion of the diaphragm. 

The symptoms of non-traumatic diaphragmatic 
hernia are quite complex and often indefinite. The 
condition may remain latent, but epigastric pain is 
common. The pain may occur immediately or some 
time after the ingestion of food or only at night, 
when the patient is lying down. Nausea, somno- 
lence, and vertigo are not uncommon. Constipation 
is usually present, but may be interrupted by 
attacks of diarrhoea. Hzematemesis is common. 
Rapid loss of weight is very constant. 

In some cases the symptoms may be entirely 
thoracic, consisting of dyspnoea, choking sensations, 
precordial pain, and pain elsewhere in the chest. 
As the condition occurs in elderly persons, myo- 
carditis or aortitis are apt to be suspected. The 
physical signs are confusing and variable. Fre- 
quently a diagnosis of pleurisy or hydropneumo- 
thorax is made. 

In still another group of cases, abdominal and 
thoracic symptoms are combined. 

The authors report a case which was under 
observation continuously for seven years. The 
patient was a man sixty-seven years old, who, 
while apparently in perfect health, was taken sud- 
denly with a violent attack of coughing and hemop- 
tysis. On physical examination a few rales in the 
bases of both lungs and an aortic blow were noted. 
The blood pressure was 180/100. The liver was 
slightly enlarged and tender. Examination of the 
blood showed slight uremia. There was some noc- 
turia. A diagnosis of arteriosclerosis with aor- 
titis and slight cardiac and renal decompensation 
was made. This diagnosis seemed to be confirmed 
by a widening of the mediastinal shadow noted on 
fluoroscopic examination and by attacks of dyspnoea 
and cough which occurred during the subsequent 
three years when the patient was lying down. The 
symptoms were relieved by cardiac medication. 
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Later the hemorrhages recurred, together with 
symptoms pointing to the stomach—a loss of weight 
and crises of epigastric pain and nausea which 
terminated in vomiting. The crises recurred from 
time to time. Cancer of the stomach being sus- 
pected, the patient was examined again with the 
X-ray. Hernia of the stomach was then discovered. 
The symptoms subsided under the influence of 
antispasmodics and frequent small feedings. Eight 
months later there was a new hemorrhage which 
had all the characteristics of haematemesis and 
lasted three days. Hemorrhages of less severity 
together with attacks of pain have recurred up to 
the present time. The advanced age of the patient 
and the arteriosclerotic condition make operation 
inadvisable. 

Roentgen examination is indispensable to the 
diagnosis of diaphragmatic hernia and has served 
to explain the mechanism of its production. 

The antral portion of the greater curvature of the 
stomach rotates upward, molds itself against the 
dome of the diaphragm, and becomes engaged in 
the cesophagea! hiatus. As the proximal and distal 
portions of the stomach are fixed, the organ presents 
the form of an inverted U. This is only an exaggera- 
tion of the normal position of the organ which, 


when viewed from the side, is nearly horizontal. The 
greater curvature being pushed up by the dilated 
intestines, this portion rather than the fundus {ills 
with air and, being thin and supple, is easily drawn 
into the cesophageal hiatus by the negative pressure 
of the thorax. In the authors’ case the stomach was 
pushed up by an unusually large colon. The influence 
of the negative pressure of the thorax is so marked 
that in operating on one of their patients the 
authors saw the stomach reduce itself, as it was 
freed from adhesions, simply as a result of the 
opening of the thorax and the creation of a pneu- 
mothorax. 

The gastric pouch is situated in the posterior 
mediastinum behind the heart. Ordinarily it con- 
tains only air. When the patient is horizontal it 
fills with barium secondarily from the fundus. 

Occasionally the gastrophrenic ligament gradually 
relaxes and the stomach comes, in great part, to 
occupy the thorax. A case is cited in which the 
entire stomach occupied the thorax, but under the 
weight of food became partially reduced, the fun- 
dus returning to the abdomen. 

The authors believe that in all cases the herniation 
begins with engagement of the greater curvature in 
the cesophageal hiatus. Apert F. DeEGRoat, 
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GYNECOLOGY 


UTERUS 


Meshberg, P.: An Analysis of 128 Interposition 
Operations. Am. J. Obst. & Gynec., 1931, xxi, 398. 


This article is based on 128 interposition opera- 
tions for prolapse of the uterus performed at the 
Mt. Sinai Hospital, Philadelphia. The youngest 
patient was twenty-four years old, and the oldest, 
sixty-five years. The average age was forty-two and 
three-tenths years. 

Among the pathological findings were prolapse of 
the first, second, and third degree, cervical erosions, 
cervical polyps, external and internal hemorrhoids, 
and retroversion. 

Watkin’s interposition operation was done in 122 
cases, 4 modification of this operation in 5 cases, 
and Wertheim’s operation in 1 case. In all cases a 
perineorrhaphy was done. 

The most troublesome complication was post- 
operative cystitis. While recuperating from the 
interposition operation, 1 patient developed an 
acute attack of cholecystitis necessitating chole- 
cystectomy and another died from pulmonary 
embolism. 

The shortest period of hospitalization was fifteen 
days; the longest, sixty-four days; and the average, 
twenty-two days. 

Ninety-two of the patients were traced. The 
anatomical result was good in 83 cases, fair in 3, and 
poor in 6. The symptomatic result was good in 71 
cases, fair in 14, and poor in 7. Of the 14 patients 
with only fair results as regards symptoms, 11 com- 
plained of urinary frequency and incontinence and 
1 of backache and sacro-iliac pains. In 1 case the 
symptoms were worse than before the operation 
although the anatomical result was good. 

E. L. Cornett, M.D. 


Kakuschkin, N.: The Etiology and Prophylaxis 
of Myoma of the Uterus (Zur Aetiologie und Pro- 
phylaxe des Uterusmyoms). Zentralbl. f. Gynaek., 
1930, p. 2899. 

This study is based on 688 cases of myoma, 444 
in the clinic of the University at Saratow and 244 
in the author’s private practice. 

Cases of myoma constituted 3.3 per cent of the 
total number of gynecological cases. They are 
relatively more numerous in the large university 
centers than in the smaller provincial towns and 
country districts. In 40 per cent of the cases re- 
viewed the patient’s living conditions were poor, 
and in 60 per cent they were satisfactory. The 
number of cases was too small to allow generaliza- 
tions as to constitutional factors, body build, and 
body weight. The great majority of the patients 
were in the second half of the child-bearing period. 


Two hundred and eight (30.2 per cent) had never 
been pregnant. The author makes no distinction 
between married and unmarried women. However, 
he states that the uterine myoma is not the cause of 
sterility in these cases, but is the result of a con- 
dition associated with the sterile state which favors 
the development of myoma. Perhaps the cause 
should be sought in the sterility itself as the ex- 
pression of functional idleness of an organ which 
is intended to undergo a periodical pregnancy. 
Secondary sterility has been observed as well as 
primary sterility. The author presents a table 
which shows that almost 80 per cent of the women 
who have become pregnant have had more than one 
pregnancy, and 45 per cent, more than three. 

Three factors seem to be involved: (1) increased 
procreativeness due to intensified ovarian function, 
(2) diminished function of the uterus due to primary 
or secondary sterility, and (3) the development of 
the myoma of the uterus. The author believes that 
the myoma is a pathological reaction to an in- 
tensified ovarian stimulation replacing the normal 
physiological reaction of pregnancy. When preg- 
nancy does not occur the irritative power of the 
follicle continues, the regulatory function of the 
corpus luteum and fetus is absent, and the po- 
tential energy of muscular elements of the uterus is 
manifested abnormally. The author characterizes 
uterine myoma as the menstrual product of a ster- 
ile woman with a high reproductive potency. 

The fight against uterine myoma is essentially a 
fight against female sterility. The best preventive 
of the condition is pregnancy. The next best is 
weakening of the follicular potency of the sex 
glands by resection of the ovary. Myomectomy 
should be done as early as possible. At the time of 
the laparotomy other causes of sterility may be 
found incidentally and corrected. WI1te (G). 


EXTERNAL GENITALIA 


Orfila, J. P.: Cancer of the Vulva (C4ncer vulvar). 
Bol. oficial liga uruguaya contra el cancer genital 
femenino, 1930, X, 156. 

Twenty cases of cancer of the vulva are reviewed. 
One of the patients treated by operation alone is 
alive after fourteen years and another after five 
years. One treated by radium irradiation and elec- 
trocoagulation is alive after five years and another 
after two years. One treated with radium alone is 
alive after two years; two treated by operation and 
radium irradiation are alive after one year; and one 
treated by electrocoagulation and radium irradia- 
tion is alive after a year. 

The author concludes that in order to increase the 
frequency of early diagnosis of cancer of the vulva 
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intensified anticancer propaganda is necessary. At- 
tention should be called particularly to the treat- 
ment of leukoplakia and pruritus of the vulva. In 
operable cases, combined treatment should be used— 
surgery followed by irradiation or irradiation fol- 
lowed by surgery. In operable cases in which the 
patient’s resistance is good, surgical treatment should 
be given first, whereas in operable cases in which the 
resistance is poor, irradiation should be given first. 
Operation should be radical; incomplete operation 
is harmful. Radical operation is of two types— 
vulvectomy with removal of the inguinal glands in 
cases of beginning tumors, and enlarged vulvectomy 
with removal of the ilio-inguinal glands in cases of 
advanced vulvar cancer, vulvo-urethral cancer, and 
cancer of the clitoris. In inoperable cases, irradia- 
tion, possibly preceded by electrocoagulation, should 
be used. 

In conclusion the author says that in the treat- 
ment of cancer of the vulva special attention should 
be paid to chemotherapeutic and serotherapeutic 
methods. Aubrey G. Morecan, M.D. 


Ivanov, N. Z.: Some Ideas on Gonorrheeal Vagi- 
nitis (Quelques notions sur la vaginite blennor- 
ragique). Gynéc. et obst., 1931, xxiii, 128. 

The author presents data which he obtained in the 
State Venereal Institute at Moscow, of which he is 
a Section Chief. As in cases of acute gonorrhceal 
vaginitis he was able to demonstrate the gonococcus 
even when the vaginal epithelium had been thor- 
oughly cleansed, he concluded that the organisms 
were lodged between the cells of the epithelium. 
His theory being contrary to current theories re- 
garding gonorrhceal vaginitis, he resorted to biopsy 
to confirm it. This article is based on 200 biopsies 
made in cases of acute or chronic gonorrhceal vagin- 
itis. The specimens included the whole thickness of 
the vaginal wall, a study of the mucosa, submucosa, 
and muscular layers being therefore possible. The 
sections were mounted and were stained with 
methylene blue and by Gram’s method. The article 
contains drawings, photomicrographs, and typical 
case histories. The findings and conclusions follow: 

1. Acute gonorrheeal vaginitis is frequently ob- 
served in adult women. 

2. In acute gonorrhceal vaginitis the infiltration, 
hyperemia, and other phenomena of inflammation 
frequently penetrate deeply, involving the muscular 
layers. In some cases they involve the whole thick- 
ness of the vaginal wall. 

3. The clinical phenomena may disappear and 
the appearance of the mucosa may return to normal 
while gonococci still remain in the deeper layers. 

4. In acute vaginitis the phagocytosis of gono- 
cocci by polyblasts of the subepithelial connective 
tissue may be noted. 

5. Acute gonorrhceal vaginitis is due to local in- 
fection of the vaginal mucosa during coitus and is 
not dependent upon a discharge from the cervix. 

6. Chronic vaginitis is a stage of chronic neisser- 
ian infection and may be permanent. 
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7. In 50 per cent of women suffering with vagin- 
itis of an unknown type, biopsy showed that the 
gonococcus was an important factor. 

8. In 25 per cent of the cases of vaginitis the 
condition was very severe. James B. MAson, M.D. 


Scaglione, S.: Adenocarcinoma of the Vagina (1)¢\|’ 
adeno-carcinoma della vagina). Riv. ital. di ginve., 
1930, xi, 584. 

The author reports the case of a woman fifty-five 
years of age who had a friable cauliflower-shaped 
growth of the vagina situated about 2 cm. from the 
vulva. The tumor infiltrated the rectovaginal sep- 
tum, but on proctoscopic examination the rectal 
mucosa appeared normal. The vault and lateral 
walls of the vagina were not involved. The uterus 
and adnexa were mobile and of normal size. 

Microscopic examination of tissue taken from the 
vault and portio revealed normal vaginal mucosa. 
Histological study of a section of tumor tissue showed 
the neoplasm to be a poorly differentiated adeno- 
carcinoma. 

Treatment with radium was followed by com- 
plete disappearance of the neoplasm. 

Among the possible sources of origin of adeno- 
carcinoma of the vagina are embryonic rests of the 
Malpighi-Gaertner duct or the muellerian duct, 
aberrant cervical glands or uterine mucosa, and the 
cylindrical embryonal cells found among the basal 
cells of the vaginal mucosa by Amodei. The author 
believes that the tumor in his case originated from 
cells of the last type. Peter A. Rost, M.D. 


MISCELLANEOUS 


Zondek, B.: The Anterior Lobe of the Pituitary 
Gland (Hypophysenvorderlappen). Arch. 
Gynaek., 1930, cxliv, 133. 

Zondek’s detailed report, intended for the meeting 
of gynecologists at Frankfurt in the spring of 10931, 
includes all of the facts so far established regarding 
the physiological significance and relationships of 
the anterior lobe of the pituitary gland in the human 
organism. This abstract is limited to the portions of 
the report which bring up for discussion problems 
which have not yet been solved. 

Zondek first raises the question as to whether the 
varied actions of solutions of the hormones of the 
anterior lobe of the pituitary gland do not represent 
merely quantitative differences since small amounts 
cause only Reaction 1 and larger amounts cause 
Reaction 3. Up to the present time no studies have 
been made to determine whether deficiency of the 
hormone always results in one and the same reaction. 
Even though it is certain that the hormone which 
influences body growth is not identical with the 
hormone affecting sexual function, the extraction of 
the pituitary substance in the presence of various 
reactions does not constitute conclusive evidence 
that Prolan A and Prolan B are dissimilar. ore- 
over, it is an open question whether the substance 
contained in “prephyson,”’ which is reputed to 
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decrease the basal metabolic rate and increase the 
specific dynamic reaction (Kestner, Plaut-Lieb- 
schuetz) may be considered a specific substance, a 
fourth hormone of the anterior lobe of the pituitary 
gland. It is also uncertain whether the formation of 
the “blood spots” in the pregnancy test, which has 
been called Reaction 2, is to be ascribed to Hormone 
A or B of the anterior lobe of the pituitary gland. 
Another question is whether sexual function is con- 
trolled by the ovum or the anterior lobe of the 
pituitary gland alone or by both. If it is regulated 
by the hormones of the anterior lobe of the pituitary 
gland, the question arises as to why it begins at 
puberty and ends at the menopause although these 
hormones are produced throughout life. 

In the female, the hormone content of the 
anterior lobe of the pituitary gland represents from 
100 to 160 mouse units of Hormone A and from 23 
to 50 mouse units of Hormone B. The content of 
the somewhat smaller pituitary gland in the male, 
although subject to great variations, is about the 
same. This small amount (since as high as 10,000 
mouse units are excreted in a liter of urine during 
pregnancy) is explained by the rapid transition of 
the endocrine secretion into the circulation. 

In his efforts to isolate the hormones of the 
anterior lobe of the pituitary gland, Zondek has 
succeeded, by repeated precipitation and purifica- 
tion of the solutions, in obtaining a dry substance, 
0.007 mgm. of which contains 1 rat unit. Chemical 
analysis of this substance for purin derivatives, 
carbohydrates, cholesterin, and lecithin as well as 
biogenic amines was negative. To date, attempts to 
separate absolutely both hormones of the anterior 
lobe of the pituitary gland in the urine of pregnant 
women have been unsuccessful thus far. 

It is still questionable whether prolan is capable 
by itself, of causing rupture of the follicles. Without 
prolan there is no folliculin production. However, 
the latter begins before follicles are distinguishable 
in the ovary (Fels). Mixtures of Prolan A and B 
produce different effects, depending upon the pre- 
ponderance of one or the other hormone. ‘The 
administration of large amounts of prolan (as high 
as 20,000 rat units within six weeks) to sexually 
mature animals results in the formation of numerous 
corpora lutea without enlargement of the uterus. 
Up to the present time it has been impossible to 
produce pregnancy in infantile animals in which 
precocious maturity has been induced by the 
administration of Prolan A. We do not know wheth- 
er or what other factors with an inhibiting influence 
are present in the infantile organism. 

In the cases of senile animals the administration 
of prolan results in re-establishment of the cestrus 
cycle in the same manner as the administration of 
folliculin. As the folliculin does not affect the ovary 
itself, it is possible that it stimulates the production 
. “4 hormones of the anterior lobe of the pituitary 
gland. 

Prolan is without effect in cold-blooded animals 
and birds, and the hormone of the anterior lobe of 
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the pituitary gland of cold-blooded animals and 
birds has no effect on warm-blooded animals. 

The effect of hormones of the anterior lobe of the 
pituitary gland in the male differs from the effect 
produced in the female in the fact that enlargement 
of the testicle is less easily demonstrated than 
enlargement of the ovary after the administration 
of prolan. In infantile animals, transformation of 
the immature cell elements into cells capable of 
spermatogenesis is promoted, but this effect becomes 
less pronounced with progressive development of the 
animal. Boeters reported that when he used a 
preparation of pituitary hormones that contained 
only traces of Prolan B, no demonstrable increase 
in the interstitial cells could be noted even when 
large doses (2,000 rat units) were given. As prolan 
is without effect also in castrated males, it is evident 
that its action depends upon the sex cells. However, 
there is considerable difference of opinion as to 
whether Prolan A acts directly upon the generative 
part of the testicle (Boeters, Bortst) or on accessory 
organs such as the seminal vesicles (Krause). 

The luteinizing hormone (Hormone B of the 
anterior lobe of the pituitary gland) inhibits matura- 
tion of the follicles by the effect of the lutin it pro- 
duces and possibly by hormonal sterilization. 

No relationship between the cell forms of the 
anterior lobe of the pituitary gland on the one hand 
and the various hormones of the pituitary gland on 
the other can be demonstrated. It is questionable 
whether the changes which have been noted under 
various circumstances in the relative relations of the 
recognized cell forms (chief cells, eosinophiles, and 
basophiles) in the pituitary gland during pregnancy 
and after castration are responsible for the changes 
in hormone production. It is possible that these 
changes in cell form are only secondary. 

During pregnancy, the pituitary gland shows an 
increase in the number of chief cells at the expense 
of the eosinophiles, whereas following castration it 
shows an increase in the eosinophiles, but in both 
conditions there is an associated increase in hormone 
production. 

It is possible also that the pregnancy cells or chief 
cells are in no way related to the increased hormone 
production of the anterior lobe of the pituitary 
gland. In the later months of pregnancy the latter 
is probably taken over by the placenta. Moreover, 
overproduction of hormone as well as cellular 
changes may be caused by various stimuli in no way 
associated with pregnancy, such, for example, as 
injections of horse serum into guinea-pigs, prolonged 
injection of folliculin into female guinea-pigs, and 
foreign protein injections. 

The anterior lobe of the pituitary gland reacts to 
various types of stimuli with cellular changes with- 
out a change in hormone production. In the mutual 
relationship between the anterior lobe of the pitui- 
tary gland and the hormone of the ovary (folliculin), 
the former occupies the more important position, 
even though the inhibitory effect of folliculin upon 
the production of hormones of the anterior lobe of 
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the pituitary gland cannot be denied. However, 
parabiosis experiments in which a castrated male is 
united to an uncastrated female show no inhibitory 
effect of folliculin on pituitary hypersecretion. The 
folliculin which has been produced as a result of the 
influence of the “motor” (the hormone of the 
anterior lobe of the pituitary gland) therefore acts 
automatically as the regulator of its producer (the 
anterior lobe of the pituitary gland). However, the 
greater influence of the hormone of the anterior 
lobe of the pituitary gland is evident from the fact 
that after its removal sexual function ceases, 
whereas after removal of the gonads, the activity of 
the pituitary gland is increased. 

The hypothetical hormone of castrates is a 
hormone of the anterior lobe of the pituitary gland, 
chiefly Prolan A. The pituitary hyperfunction 
associated with many types of tumor formation 
also produces chiefly Prolan A. Worthy of note is 
the preponderance of the production of hormones of 
the anterior lobe of the pituitary gland in tumor 
formations involving the genitalia. In carcinoma of 
the vulva, its incidence is 100 per cent; in cervical 
carcinoma, 82.5 per cent; and in carcinoma of the 
fundus of the uterus and the ovary, 75 per cent. In 
all genital carcinomata in women, it is 81.8 per 
cent as compared with 36 per cent in all extragenital 
carcinomata in women and 13 per cent in all genital 
carcinomata in men. This overproduction is prob- 
ably a reaction of the anterior lobe of the pituitary 
gland to the increased growth processes in the 
malignant tumor. 

To demonstrate the hormone in the urine follow- 
ing castration and in cases of tumor, Zondek 
recommends the concentration method which he 
has devised. Sixty cubic centimeters of acidified and 
filtered morning urine are mixed with 5 volumes of 
96 per cent alcohol and the precipitate is separated 
by centrifugalization, washed in ether, and dis- 
solved in 12 c.cm. of water. Removal of the sedi- 
ment by centrifugalization leaves an aqueous 
solution with a 5-fold concentration. Six doses of 
0.3 c.cm. each are injected into the test mouse. 

To demonstrate the presence of the hormone in 
the blood, serum which has been detoxified by 
shaking with 5 volumes of ether has been found 
more satisfactory than citrated blood. Infantile 
rats can tolerate 12 c.cm., and mice, 6 c.cm. of this 
serum divided into 6 injections. The injection 
method is sufficient to demonstrate the presence of 
hormone of the anterior lobe of the pituitary gland 
if the blood contains 25 rat units per liter. In 80 
per cent of cases, cessation of ovarian function at 
the menopause and after castration is proved by 
increased elimination of the folliculin-stimulating 
hormone in the urine. The reaction is positive also 
in 80 per cent of cases of tumors, benign as well as 
malignant. The pregnancy reaction is positive in 
from 98 to 99 per cent of cases. The rapid reaction 
is diagnostic only when it is positive. 

The lowering of the basal metabolic rate and the 
increase in the specific dynamic action brought 
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about by hormones of the anterior lobe of the 
pituitary gland demonstrate an influence of this 
gland on metabolism. It is of interest to note that 
the hormone exerting this metabolic effect js 
excreted with the hormone found in the urine 
during pregnancy, but according to the studies of 
Evans it is absent in the presence of the hormone 
which regulates general body growth. 

Zondek emphasizes that prolan is active when 
given by mouth, but to a lesser degree than when it 
is given parenterally. This is true especially as 
regards its elements which influence metabolism. 
Its use is contra-indicated in cases of polyhormonal 

“polyfolliculinar” amenorrhea. The prolonged 
administration of small doses is preferable to the 
use of single large doses. The intravenous adminis- 
tration of large doses is indicated in hemorrhages 
due to ovarian dysfunction as it causes luteinization 
of the ovary. In adnexal inflammations, even those 
with acutely high fever, prolan has a favorable effect 
as it quickly relieves pain. Worthy of note is the 
appearance of colostrum in the breasts during the 
treatment. The experience of H. Zondek has shown 
that the prolonged administration of prolan is of 
value in cases of pituitary cachexia. It has given 
good results also in certain forms of eczema. An 
extension of its application may be hoped for when 
both prolans can be administered separately. 

FLEscu (G). 


Kraul, L.: Certain New Observations on the Action 
of the Anterior Pituitary. Am. J. Obst. & Gynvv., 
1931, XXi, 301. 

Pituitary glands obtained from rabbits, guinea- 
pigs, rats, and mice which had been treated with 
placental extract, placental tissue, corpus luteum 
hormone, folliculin, and the urine of pregnant 
women were implanted into immature mice. More 
lutein tissue and a greater number of pseudocorpora 
could be seen in the ovaries of such mice than in 
those obtained from animals into which normal 
pituitary glands had been implanted. 

The promotion of follicular growth by the pitui- 
tary glands of animals treated with folliculin or 
placental tissue was variable, but occasionally in- 
creased. This phenomenon was even less pronounced 
after injections of placental extract, corpus luteum 
hormone, and the urine of pregnant women. 

Injections of suprarenin did not increase the 
sone action of the pituitary gland in trans- 
plant 

Implants of the placente of guinea-pigs, cats, and 
rats into immature mice had only a slight effect on 
the ovaries. 

X-ray irradiation of the head did not increase the 
luteinizing power of the pituitary gland. On the 
other hand, the pituitary glands of animals whose 
ovaries had been previously irradiated caused a 
distinct luteinization of the ovaries of immature 
mice. 

The continuous administration of corpus luteum 
hormone, placental extract or tissue, folliculin, and 
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the urine of pregnant women to adult rabbits, 
guinea-pigs, rats, and mice caused a luteinization of 
varying degree attended with alteration or suppres- 
sion of the ovarian cycle. 

The anterior pituitary gland does not store hor- 
mones. The human placenta at term does not con- 
tain corpus luteum hormone. That the yellow body 
has 2 certain degree of independence of the ovum, is 
evident from the fact that it continues to function 
after removal of the ovum. 

By the use of extracts of the anterior pituitary 
body, various investigators have shown that the 
anterior pituitary body contains two hormones 
which act on the ovary. One stimulates the develop- 
ment of follicles and the other activates the lutein 
tissue. In this article the author shows that the 
whole gland can produce both effects. 

The anterior pituitary body itself is influenced by 
endocrine substances of the ovary and placenta. 
Consequently it does not absolutely control the, 
ovarian cycle. On the other hand, a cyclic function 
of the anterior pituitary body due to this reciprocity 
is quite probable although not yet proved. 

It must be borne in mind that the injection or 
implantation of various substances may act on the 
ovary of the immature mouse directly or affect it only 
indirectly through its action on the pituitary gland 
of the test animal. This introduces a possible error 
in the inferences drawn. E. L. Cornett, M.D. 


Riche, V., and Guibal, A.: Primary Cancer of the 
Female Urethra (Cancer primitif de l’urétre 
feminin). Bull. Soc. d’obst. et. de gynéc. de Par., 1931, 
XxX, 64. 


Riche and Guibal report a case of basal-cell 
carcinoma of the urethra in a woman fifty-two years 


of age. The chief symptoms were a loss of weight, 
urinary incontinence, acute pain in the perineum, 
and occasional bleeding from the vulva. The patient 
first noticed a tumor at the vulva seven months be- 
fore her admission to the hospital. Examination re- 
vealed a crater-like ulceration 4 cm. in diameter 
which was limited anteriorly by the clitoris and 
posteriorly by the anterior vaginal wall. There was 
an associated low-grade chronic lymphadenitis. 

Three applications of radium were given over a 
period of six months, but the general condition grew 
steadily worse and death occurred twenty months 
after the onset of the symptoms. Autopsy revealed 
no metastases. The cause of death was an inter- 
current ascending urinary infection. 

A review of the literature reveals a comparatively 
large number of reports of this condition. The 
onset is usually insidious. Medical advice is usually 
sought only after the process has become well ad- 
vanced. As arule the histological picture is that of a 
columnar- or basal-cell carcinoma, and the clinical 
appearance that of an ulcerating rather than an in- 
filtrating lesion. The extension of the lesion is purely 
local. The inguinal glands are involved in only a 
third of the cases. 

The prognosis is grave, the period of survival 
rarely exceeding a year. As in the case reported in 
this article, death frequently results from an inter- 
current urinary infection rather than from general 
cancerization. 

Treatment is very difficult and unsatisfactory 
except in early cases, in which radical surgery has 
occasiona'ly been successful. Riche and Guibal are 
of the opinion that the use of radium in their 
case prolonged the life of the patient. 

Haroip C. Mack, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Friedman, M. H., and Lapham, M. E.: A Simple, 
Rapid Procedure for the Laboratory Diagnosis 
of Early Pregnancies. Am. J. Obst. & Gynec., 
1931, XXl, 405. 

For the test described, the following materials and 
equipment are necessary: (1) an ordinary bedpan 
specimen of urine, (2) a 5-c.cm. syringe, and (3) an 
unmated, mature female rabbit. The urine is in- 
jected into the rabbit intravenously in doses of 4 
c.cm. three times daily for two days. Forty-eight 
hours after the first injection the rabbit is killed. 
If the ovaries contain either fresh corpora lutea or 
large bulging corpora hemorrhagica, the reaction is 
positive and the woman who furnished the sample 
of urine is presumably pregnant. 

The results obtained with this procedure were 
proved correct in all of the ninety-two cases for 
which the authors have satisfactorily complete 
records. E. L. Cornett, M.D. 


Davidson, J.: Eclampsia and Puerperal Toxemia. 
A Study of the Histological Changes Occurring 
in the Liver and Kidneys. Edinburgh M.J., 1931, 
XXXVI111, 24. 

The author states that in eclampsia and puerperal 
toxemias the liver changes are frequently more 
severe, varied, and extensive than is generally 
recognized. The textbooks usually emphasize only 
degeneration of the peripheral cells of the liver 
lobules. Davidson found the following three types 
of histological changes: (1) necrosis in the peripheral 
zones of the lobules, (2) widespread necrosis of the 
central-zones and mid-zones of the lobules, the only 
remaining normal cells being in the peripheral zones 
in the vicinity of the portal tracts, and (3) small 
foci of necrosis and fatty degeneration of the cells. 

The change of the first type is the change uni- 
versally described as the typical liver lesion in ec- 
lampsia, but the change of the second type is equally 
frequent. The change of the third type is rare. 

The severe liver lesion presents a striking re- 
semblance to the lesion of acute yellow atrophy. 

The cytoplasm of the liver cells is apparently 
affected before the nucleus. The first change is a 
cloudy swelling. This is followed by marked fatty 
degeneration. which in turn is followed by complete 
necrosis and disintegration of the cells with loss of 
the nucleus. The changes are very rapid. 

In the cases studied by the author the lesions in 
the kidneys were more or less uniform. Advanced 
cloudy swelling of the lining cells of the secreting 
tubules was a constant finding. The glomeruli and 
the collecting tubules did not show much change. 
Chronic interstitial and vascular changes were rare. 


The toxin of eclampsia or toxemia of pregnancy 
has apparently a definite action on the endothelium 
of the blood vessels. 

All of the pathological changes described were 
found in cases which were clinically typical of ec- 
lampsia with convulsions and a high blood pressure, 
cases with convulsions and a low blood pressure, 
cases without convulsions but with a high blood 
pressure, and cases without convulsions and with a 
low blood pressure. Cuar.es F. DuBors, M.1). 


LABOR AND ITS COMPLICATIONS 


Guttmacher, A. F., and Douglas, R. G.: The In- 
duction of Labor by Artificial Rupture of the 
Membranes. Am. J. Obst. & Gynec., 1931, xxi, 485. 


The authors review 120 cases in which labor was 
induced by artificial rupture of the membranes. In 
I15 cases the pregnancy was at term. Seventy per 
cent of the patients were white women. Of the total 
number of patients, only 5 or 6 per cent failed to go 
into labor within twenty-four hours. In the 18 cases 
with a latent period of more than four hours before 
the onset of labor following the rupture of the mem- 
branes, the incidence of infection was 28.8 per cent, 
whereas in the 102 cases with a latent period of four 
hours or less, it was 6.86 per cent. In 3 cases the 
labor was very unsatisfactory, but it is uncertain 
whether the method of induction was in any way 
responsible. 

One hundred and three (83.5 per cent) of the pa- 
tients were delivered spontaneously. Among the 17 
operative deliveries, there were 2 breech extractions. 
There was no constant relationship between the 
amount of fluid lost at the time of the rupture of the 
membranes, the expected date of confinement, or 
the size of the child and the length of the latent 
period or the duration of the labor. The character 
of the labor pains seemed to be in no way related to 
the amount of fluid drained off at the time of the 
induction of labor. However, the latent period was 
definitely shorter in both primipare and multipare 
with a short cervix and also in those in whom the 
cervix was dilated 2 cm. or more at the time of the 
induction of labor. The length of the labor seemed 
unaffected by the degree of cervical dilatation, but 
was influenced by the length of the cervix. The 
labor was definitely shorter when the cervical 
canal was short at the time of the rupture oi the 
membranes. 

Twelve of the 120 patients had a febrile puer- 
perium (a rise in the temperature to 100.4 degrees 
F. on two days after the first day) due to infection. 
Accordingly, the maternal morbidity from this cause 
was 10.08 per cent. There were no maternal deaths. 
Seven of the infants died, the infant mortality being 
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therefore 5.88 per cent. If the death of 1 premature 
infant is excluded, the infant mortality was 5.08 per 
cent. This is similar to the infant mortality of 5.16 
per cent in the last 14,416 deliveries at term. 

Guttmacher and Douglas draw the following con- 
clusions: 

1. Labor at or near term can be successfully in- 
duced by artificial rupture of the membranes. The 
efliciency of this method is increased by the pre- 
liminary administration of castor oil and quinine. 

2. This method is superior to the use of the bag 
and bougie. 

3. This technique has decreased the average du- 
ration of labor and the incidence of puerperal in- 
fection and has not affected the infant mortality. 

E. L. Cornett, M.D. 


Phaneuf, L. E.: The Cervical Cesarean Section. 
Am. J. Obst. & Gynec., 1931, xxi, 498. 


This article is based on 418 cervical cesarean sec- 
tions, 2 of which were extraperitoneal, 58 trans- 
peritoneal, 160 intraperitoneal with a longitudinal 
cervical incision, and 198 intraperitoneal with a 
transverse cervical incision. 

The operations were performed by the author in 
31 hospitals which included large metropolitan hos- 
pitals and small country hospitals. 

The cervical caesarean section seems to insure pro- 
tection against septic peritonitis, and assure better 
healing of the incision, and quicker convalescence. 

In the cases reviewed the uncorrected maternal 
mortality was 5.0 per cent. The maternal mortality 
was lowest (3.0 per cent) in the 198 transverse 
cesarean sections. Pulmonary embolism was the 
most frequent cause of death, being responsible for 
a maternal mortality of 1.19 per cent. For purposes 
of comparison, 53 consecutive classical cesarean 
sections with a high fundal incision which were per- 
formed by the author are reviewed. In this group, 
the maternal mortality from pulmonary embolism 
was 3.7 per cent, 3 times higher than in the cases of 
cervical caesarean section. 

From this study it is apparent that pulmonary 
embolism is a frequent complication of cesarean 
section whatever the type of the operation. This 
fact should be taken into account when abdominal 
delivery is considered. 

The gross infant mortality in the cases reviewed 
was 5.9 per cent. 

The cervical cesarean section may be repeated 
with ease. The largest number of operations of this 
type performed on a woman was 6. 

Eleven women had 14 pelvic deliveries following 
the cervical cesarean section. In every instance the 
puerperium was normal. 

In 105 repeated operations no intestinal adhesions 
were found. 

For the intraperitoneal operation the author pre- 
fers the transverse cervical incision to the longi- 
tudinal incision. 

_In borderline cases an efficient test of labor may be 
given safely. E. L. Cornett, M.D. 
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Favreau: Abdominal Cesarean Operations and 
Their Indications (Les opérations césariennes 
abdominales et leurs indications). Gynécologie, 1931, 
Xxx, 82. 


There are two types of abdominal cesarean section 
—the conservative and the radical. The conservative 
operation is also of two types—the classical opera- 
tion through the anterior wall of the exteriorized 
body of the uterus, and the low section which is done 
in the least contracted portion of the uterus and has 
the advantage that a double layer of peritoneum is 
used to cover the uterine scar. 

Cesarean section was performed in ancient times. 
In Rome, the lex regia commanded that section be 
done on a dead woman to save the infant. The 
operation was performed on living women in the 
sixteenth, seventeenth, and eighteenth centuries, 
but always with poor results because of the ensuing 
peritoneal infection. The first cesarean sections 
on the body of the uterus were disastrous because 
infection was not considered. The patient gradually 
died of sepsis. In 1895, Bar recommended that the 
operation be done early, before rupture of the 
membranes, even before the onset of labor. Finally, 
Franck popularized the suprapubic transperitoneal 
section which can be done after a test of labor. 
The latest conservative operation is that of Portes, 
which can be performed in the presence of a certain 
degree of infection, the uterus being exteriorized 
for three or four weeks. 

The author discusses the absolute and relative 
indications for caesarean section. The operation is 
indicated by severe ccntracted pelvis due to rickets, 
spondylitis, fractures, congenital deformity, or 
achondroplasia. An anteroposterior diameter of 9.5 
cm. is always an indication for cesarean section. 
In borderline cases in which the anteroposterior 
diameter is between 9.5 and 10.5 cm., symphyseot- 
omy and premature labor may be tried or a low 
cesarean section may be done. 

In the majority of cases of moderately contracted 
pelvis it seems advisable to resort to a test of labor. 
In this way a useless operation may often be avoided. 
In fact, 50 per cent of the women for whom ce- 
sarean section is considered may deliver naturally 
after a test of labor. It is difficult to decide the 
moment when the test of labor proves natural de- 
livery impossible. Moreover, if infection at the 
time of operation is to be prevented, the test must 
not be continued too long after the rupture of the 
membranes. The developments during the first 
two or three hours after rupture of the membranes 
give an indication as to the necessity for operation. 
The energy of the uterine contractions, the mecha- 
nism of engagement of the head, the force of 
presentation at the cervix, and the condition of the 
fetus will aid in the decision. Other factors to be 
considered are the woman’s age, her general health, 
and the number of internal examinations that have 
been made. 

In determining whether a high or a low cesarean 
section should be done it is necessary to consider 
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the viability of the child, the possibility of infection, 
the condition of the uterine muscle, and the previous 
use of forceps. A high operation is desirable when 
the cervix is little dilated, edematous, and infected, 
when the uterus is contracted, and when conditions 
are unsuitable for a low cesarean section and permit 
temporary exteriorization of the uterus as in the 
Portes operation. 

Other indications for caesarean section besides 
contracted pelvis are conditions requiring rapid 
evacuation of the uterus, the impossibility of par- 
turition, and accidents of labor. Among conditions 
which may require rapid evacuation of the uterus 
are eclampsia, heart disease with decompensation, 
chronic nephritis, pernicious anemia, pyelonephritis, 
pulmonary tuberculosis, and death or coma dur- 
ing pregnancy. Conditions which may render par- 
turition impossible include fibroma of the uterus, 
ovarian cyst, excessive size of the fetus, shoulder 
presentation, inertia or contracture of the uterus, 
anomalies of dilatation due to scars, and local 
disease such as cancer. Accidents of labor neces- 
sitating cesarean section are hemorrhage from low 
insertion of the placenta, retroplacental hemorrhage, 
prolapse of the cord, and fetal distress. 

As the result of modern technique and particu- 
larly the development of the low cesarean section 
which permits conservative intervention after rup- 
ture of the membranes and the onset of labor, the 
indications for cesarean section have become more 
numerous. The best results are obtained by surgeons 
who perform the operation at the proper time and 
choose the technique most suitable for each case. 
Jacos E. Kern, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Voron, J.: Autogenous Puerperal Infection (L’ 
infection puerperale autogene). Bruxelles-méd., 1930, 
xi, 462. 

Voron designates as ‘‘autogenous” those puer- 
peral infections in which external sources of con- 
tamination can be ruled out—infections which must 
be attributed to organisms already present in or 
upon the body of the patient at the time of delivery. 
While clinical observations cannot furnish absolute 
proof of the occurrence of such infections, they 
nevertheless demonstrate a definite incidence of in- 
fection in cases in which the circumstances of labor 
and delivery quite definitely exclude an external 
source of contamination. Women with such infec- 
tions must be considered carriers of pathogenic or 
non-pathogenic organisms within or outside of the 
genital tract. 

It is difficult to form an opinion as to the exact 
incidence of autogenous puerperal infection, but it is 
highly probable that this type of infection plays a 
large part in the etiology of puerperal fevers which 
develop in spite of rigorous asepsis and antisepsis. 
As proof, the author cites the remarkable decrease 
in puerperal morbidity and mortality which followed 
the introduction of modern surgical technique and 
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the fact that, although modern technique is uni- 
versally employed and has been constantly jm- 
proved, the mortality from puerperal infection has 
never fallen below 1 per cent. On the other hand, 
the rarity of autogenous infections in relation to the 
large number of deliveries conducted in maternity 
hospitals and the large number of possible sources of 
infection (particularly in the presence of genital in- 
fections in apparently healthy women) suggests 
that these infections are conditioned to a greater 
degree by alterations in the local and general resist- 
ance of the patient than by the virulence of the 
causal organism. 

Whatever their frequency, autogenous infections 
are in the majority of cases mild or only mod- 
erately severe. Severe and fatal infections occur 
more frequently in the presence of extragenital foci. 

Prophylaxis against autogenous infection depends 
upon maintenance of the local defensive mechanism 
of the tissues against the invading organism (avoid- 
ance of trauma). Clinical and laboratory research 
must be combined in an effort to discover appro- 
priate methods of immunizing the organism both 
locally and generally by means of sera and vaccines. 
Harorp C. Mack, M.D. 


NEWBORN 


Murphy, D. P., Wilson, R. B., and Bowman, J. E.: 
The Drinker Respiratory Treatment of the Im- 
mediate Asphyxia of the Newborn. Am. J. 0). 
& Gynec., 1931, xxi, 528. 

This article is based on the cases of 35 infants 
treated by the Drinker method, which constituted 
4.9 per cent of 709 consecutive infants born in 2 
teaching maternity hospitals. All of the infants were 
handicapped by the condition of the mother before 
delivery, the nature of the delivery, or immaturity. 
Hence they suffered from more than a simple lack 
of oxygen or excess of carbon dioxide or both. They 
were placed in the respirator as soon as the upper 
air passages were believed to be clear. The treatment 
was carried on with the infant tilted head down at 
an angle of from 15 to 20 degrees and in either the 
supine or the prone position. 

Only 3 of the 35 infants failed to breathe at all 
during the treatment. A few of them gave 1 or 2 
gasps, but never developed a normally rapid rhyth- 
mic type of breathing. In the cases of the surviving 
infants there was first a single spontaneous breath, 
a short, weak gasp associated with a spasm involving 
the head and neck muscles. This was followed by 
similar breathing efforts occurring with increased 
frequency and vigor until the rate was rapid and 
steady. The respirator was then stopped as the in- 
fant was breathing adequately for its needs. 

The majority of the infants survived. The sur- 
viving infants were those which were more mature, 
as indicated by their birth weights. The majority of 
the infants received their first treatment more than 
two minutes after birth. The largest number of sur- 
vivors were among those treated earliest. Twenty- 
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five of the 35 had taken 3 or fewer than 3 breaths 
before they were treated. The majority exhibited 
the first sign of spontaneous respiratory activity 
within the first four minutes of treatment. One in- 
fant, which took no spontaneous breath for the first 
twelve minutes, finally breathed normally and sur- 
vived. Fourteen infants died, 6 of cerebral hemor- 
rhage and 8 of prematurity. A number of these in- 
fants lived for several hours after birth and 2 lived 
eleven and eighteen days respectively. It is there- 
fore evident that the infants which survived for 
some time were suffering from injury other than 
simple asphyxia. E. L. Cornett, M.D. 


MISCELLANEOUS 


Garrod, L. P.: The Efficiency of Antiseptics Used 
in Midwifery. Brit. M.J., 1931, i, §72. 


This report is based on a series of bacteriological 
tests of germicides commonly used in British mid- 
wifery. 

A ceeeneuntiies issued by the London County 
Council and the Central Midwives Board relative 
to lysol gave particulars of tests which indicated that 
only strong solutions of lysol are capable of killing 
streptococcus pyogenes, and that different brands 
of lysol vary considerably in their bacterial potency. 
With the exception of phenol, lysol is the most 
caustic of all antiseptics in clinical use. Because of 
its weak germicidal action, a solution of sufficient 
strength to be effective is therefore an undesirable 
germicide in obstetrics. 

The action of all germicides differs widely with 
different bacteria. The Rideal-Walker coefficient, 
the only evidence (if any) usually adducted regard- 
ing the activity of a germicide, refers to the action 
on the bacillus typhosus. Against the streptococcus, 
the lethal activity of the germicide may be consider- 
ably greater or less. 

In the investigations reported, each of the germi- 
cides was tested in four ways. Its bactericidal action 
(that is, its ability to destroy the streptococcus in a 
given time) was studied in a medium of distilled 
water with no added organic matter and in the 
presence of a proportion of blood at the temperature 
of the body. In addition, the bacteriostatic action 
(that is, the ability of the germicide to prevent the 
growth of the streptococcus without necessarily 
destroying the micro-organism) was studied in a 
medium containing no protein and in a medium 
containing blood. The use of blood as the added 
organic matter appears justified by the conditions 
under which a germicide is used in obstetrics. Blood 
is the substance with which it will be chiefly mixed 
when it is used to prevent access of bacteria to the 
placental site or a cervical laceration. Serum, which 
has often been employed, milk, and sterilized faces 
appear to be less appropriate. 

The fifteen germicides treated included six which 
are commonly used in the United States, namely, 
phenol, lysol, mercury salts, acriflavine, brilliant 
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green, and mercurochrome. The conclusions drawn 
from the results of the tests are as follows: 

Mercury salts. Not effective in the dilutions used 
clinically. 

Lysol. Ineffective. The use of lysol even in strong 
solution (caustic strengths) leaves very little margin 
of safety. 

Acriflavine. Has a bacteriostatic action in enor- 
mous dilutions, but its bactericidal action is weak. 
Its bactericidal power is somewhat diminished by 
the presence of blood. 

Mercurochrome. This is a much weaker germicide 
than is commonly supposed. Ineffective. 

Brilliant green. This was the most potent of all 
of the substances tested. It has no irritating effect 
even in strong solutions. 

Acriflavine was found to be the most satisfactory 
bacteriostat and brilliant green the most efficient 
bactericide. The other substances were classed as 
doubtful or untrustworthy. 

Cartes F. Du Bois, M.D. 


Reeb, M.: The Importance of the Biological Test for 
Pregnancy—Aschheim-Zondek Test—in the 
Diagnosis and Prognosis of Hydatidiform Mole 
and Malignant Chorionepithelioma (L’impor- 
tance de la réaction biologique de la grossesse—réac- 
tion d’Aschheim et Zondek—pour le diagnostic et le 
pronostic de la méle hydatiforme et du chorioépithe- 
liome malin). Buil. Soc. d’obst. et de gynéc. de Par., 
1931, XX, 04. 

Reeb estimates the incidence of chorionepithe- 
lioma at 50 per cent following cystic mole, 25 per 
cent following abortion, and 25 per cent after full- 
term normal pregnancy. Of a series of 440 cases of 
hydatidiform mole, malignant chorionepithelioma 
developed in 21. 

Histological examination throws no light on the 
possibility of the development of chorionic malig- 
nancy in mole tissue and is of no value in the prog- 
nosis of chorionepithelioma. Even the diagnosis of 
chorionepithelioma is often doubtful because the 
arrangement of the Langhans and syncytial cells is 
subject to wide variations. Microscopic examina- 
tion of curettings usually gives no information as to 
the presence of invasion of the uterine wall by the 
chorionic elements, the disposition of the tropho- 
blastic elements in an atypical chorionepithelioma 
differing but slightly from that observed in retained 
villi of early gestations. In spite of close observation 
and frequent studies of uterine curettings, the final 
diagnosis can often be made only after the process 
has extended beyond hope of cure. 

The Aschheim-Zondek reaction, which makes it 
possible to detect continued chorionic proliferation 
through the biological effect produced by the hor- 
mone of the anterior lobe of the pituitary gland in 
the urine in such cases, is an important adjunct to 
the study of this condition. A positive test (Asch- 
heim-Zondek Reaction 2 and 3) which continues for 
some time after the expulsion of a mole suggests con- 
tinued chorionic proliferation. Therefore when a 
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positive reaction is obtained the patient should be 
kept under close observation and subjected to diag- 
nostic curettage even in the absence of symptoms. 
A negative test offers reasonable assurance of safety. 
The amount of prolan excreted in cases of mole and 
chorionepithelioma is from 10 to 500 times that ex- 
creted during normal pregnancy. This difference is 
also of diagnostic importance. 

Voron has reported 2 cases in which the Aschheim- 
Zondek reaction was of diagnostic and prognostic 
importance. In 1 case, urine examinations made at 
intervals after the expulsion of a cystic mole gave 
repeatedly negative reactions and the patient re- 
mained free from symptoms. In the other, repeated 
negative tests disclosed the benign character of tis- 
sue which histologically suggested an atypical cho- 
rionepithelioma following abortion. This patient 


also remained in good health after curettage was 
performed. 

In conclusion the author gives his views re- 
garding the nature of the hormone responsible for 
the Aschheim-Zondek reaction. He is inclined to 
accept the theory that the hormone originates in the 
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placenta rather than the anterior lobe of the pitui- 
tary gland. He bases his opinion on the work of 
Aron and Klein who demonstrated that, in addition 
to its action on the infantile ovary, the hormone of 
the pituitary gland exerts a specific effect on the 
thyroid gland which results in thyroid hyperfune- 
tion, cell hypertrophy, and progressive vacuity of 
the follicles, whereas the placental hormone influ- 
ences the ovary in the same characteristic manner, 
but has no effect on the thyroid. 

Haron C. Mack, M.!). 


Elgart, J.: On Pubioplasty. J. Obst. & Gynec. brit. 
Emp., 1931, Xxxviii, 103. 


The author describes in detail several methods of 
pubiotomy (pubioplasty) by which the pelvis may 
be permanently enlarged. He claims that by means 
of these procedures cesarean section may be ren- 
dered unnecessary in cases of contracted pelvis. 
In one type of pubiotomy, which may be transverse, 
frontal, or frontal oblique, the ends of the bones are 
firm. In another type, the middle fragment of the 
pubic bone is mobile. GoLpsTEIN, M.1). 
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ADRENAL, KIDNEY, AND URETER 


Gérard, M.: Renal Contusions and Their Late 
Effects (Contusions rénales et leurs suites eloignées). 
Presse méd., Par., 1930, xxxviii, 1451. 


By contusion of the kidney is meant a renal lesion 
caused by traumatism. Contusions of the kidney are 
rare. According to statistics, they are found in only 
1 of 2,500 cases of renal conditions coming to 
operation. They are most common in men between 
the ages of thirty and forty years. They may be 
caused by direct force such as a blow or crushing 
between 2 objects, or by indirect force such as a fall 
on the feet or the buttocks. The damage is often 
out of all proportion to the gravity of the accident. 

The lesions observed in the kidney proper are 
classified according to their extent as subcapsular 
ecchymoses, subcapsular ruptures of the paren- 
chyma, and ruptures of the capsule and paren- 
chyma (fissures, lacerations). A haematoma may be 
formed in the fatty capsule as the result of the 
rupture of isolated vessels. This is rare. Occasionally 
there is a more or less complete rupture of the renal 
pedicle. Perirenal hematomata include the san- 
guineous collections resulting from attrition of the 
renal parenchyma. Urinary infiltration follows 
rupture of the renal pelvis or ureter, but never 
rupture of the parenchyma alone. The healing of 
a is very rapid, being complete in fifteen 

ays. 

The first symptom of renal contusion is pain in 
one of the upper quadrants of the abdomen or in the 
flank. Occasionally the pain assumes a paroxysmal 
character as in renal colic. Shock is constant, but 
subsides in a few hours. Transient vomiting is very 
frequent. The hypothermia, rapid pulse, and fall 
in the blood pressure, when persistent, constitute a 
reliable index of the extent of the hemorrhage. 

Hematuria, the most constant sign, is present in 
95 per cent of cases. It appears early and usually 
lasts about eight days. Occasionally it recurs 
intermittently for several months. 

Acute retention of urine may be produced by 
clots in the bladder. Oliguria is constant during the 
first few days, but eventually gives place to polyuria. 
Anuria results only from grave bilateral lesions. 

The physical signs of contusion of the kidney are: 
(1) tenderness to light pressure over the kidney, 
(2) great sensitiveness of the testicle and epididymis 
on the injured side, especially when a perirenal 
hematoma is present, (3) localized muscular rigidity, 
which often is of a sufficient degree to mask a peri- 
renal effusion, and (4) an enlarged area of dullness 
in the renal fossa. 

Injuries occasionally occur to abnormal kidneys. 

€ most interesting injury to such kidneys is the 


rupture of a hydronephrosis. 
hematuria is often absent. 

Hemonephrosis can occur only when the renal 
capsule is intact and the haemorrhage is abundant. 
Pressure atrophy follows and requires about two 
months to destroy the kidney completely. Hydro- 
nephrosis may develop as a result of obstruction of 
the ureter by a clot, rupture of the ureter, traumatic 
stricture, or compression by periureteral scars. 

Rupture of a calyx or of the renal pelvis is fol- 
lowed by a pseudohydronephrosis. After a certain 
period, often after apparent recovery, a fluctuating 
mass appears in the renal fossa and enlarges pro- 
gressively. There is no tendency for the fluid to 
become resorbed. 

It is generally recognized that a mobile kidney 
may result from traumatism. Post-traumatic 
nephritis is probably not an entity, but a coincidence. 

Calculi may form in an injured kidney very 
promptly. In 1 case they were found after an 
interval of forty-one days. Cases complicated by 
cord lesions are not considered here. 

By creating an area of diminished resistance, 
traumatism may favor the development of renal 
tuberculosis. 

Pain in the kidney region persisting for a long 
time is very frequent. It appears to be due usually 
to a chronic perinephritic inflammation. 

When hematuria is present, rupture of the 
bladder must be ruled out. The extent and intensity 
of the local signs of effusion in the renal fossa are 
most important in indicating the gravity of the 
lesion. 

Hematuria is most often absent in the very grave 
injuries with rupture of the ureter or renal vessels. 
Pyelography is permissible under rigidly aseptic 
conditions. It is contra-indicated immediately after 
the injury, but during the following week may be 
done to determine the cause of persistent symptoms. 

The prognosis cannot be established accurately 
because minor accidents are seldom reported. 
However, it is generally good unless the pedicle is 
torn or the kidney is extensively crushed. Sequel 
are uncommon. 

In the more serious cases the treatment indicated 
is immediate operation. Nephrectomy is not always 
necessary and should be avoided when possible. 
In cases of mild injury spontaneous recovery 
occurs. For cases of moderately severe injury no 
fixed rules can be established. 

In the discussion of this report, LEPOUTRE says 
that the late ecchymoses which often develop at a 
distance indicate a hematoma of considerable size 
and justify operation. Except to evacuate a collec- 
tion of blood or urine, surgery is rarely indicated in 
renal traumatisms. ALBERT F. DEGRoat, M.D. 


In this condition, 
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Bumpus, H. C., Jr.: Tests of Function of Each 
Kidney Separately. A Comparison of the 
Value of the Specific Gravity of Urine with the 
Excretion of Phenolsulphonephthalein. J. 
Urol., 1931, XXV, 387. 

Bumpus compared the findings in cases in which 
the function of each kidney was estimated separately 
from the specific gravity of the ureteral specimens 
and from the excretion of phenolsulphonephthalein. 
Irrigation of the catheters to facilitate drainage was 
avoided. The test of specific gravity was made by 
the suspension method. A drop of urine from the 
specimen to be examined microscopically was placed 
in an equal mixture of stanisol (a light petroleum) 
and carbon tetrachloride. An excess of one or the 
other fluid was then added until the drop remained 
suspended, when the specific gravity of the mixture 
was determined with a hydrometer. 

Seventy of the patients examined were thought to 
have a normal urinary tract. In nineteen, the spe- 
cific gravity of the urine from each kidney was the 
same. Of fourteen cases in which there was a marked 
discrepancy in the specific gravity of the urine from 
the two kidneys, the excretion of phenolsulphoneph- 
thalein from the two kidneys was equal in four and 
indicated that the function of the two kidneys was 
approximately equal in the majority. 

Of a series of twenty-seven cases in which uni- 
lateral stones were present, the specific gravity was 
lower on the affected side in fifteen. 

There were ten cases of hydronephrosis. In only 
five was the specific gravity of the urine from the 
affected kidney lower than that of the urine from 
the normal kidney. In one, in which go per cent of 
the renal substance was found at operation to be 
destroyed, the discrepancy between the specific 
gravities of the urine of the two kidneys was 0.002. 

In three of four cases of renal tuberculosis the 
specific gravity of the urine from the affected kidney 
was lower than that of the urine from the normal 
kidney. In the one exception the specific gravity of 
the urine from both kidneys was the same. 

In all of four cases of hypernephroma the specific 
gravity of the urine from the affected side was 
markedly reduced. 

In four cases of essential hematuria there was no 
uniformity in the effect on the specific gravity. The 
specific gravity of the urine from the affected kidney 
was higher than that of the urine from the normal 
kidney in two cases, equal to it in one case, and 
lower in one case. In every case, the excretion of 
phenolsulphonephthalein was higher from the 
affected kidney than from the normal kidney. 

In seven of eight cases of unilateral renal infection 
of unknown origin the specific gravity of the urine 
from the affected kidney was lower than that from 
the normal kidney. In the one exception the excre- 
tion of phenolsulphonephthalein indicated better 
function in the involved kidney than in the normal 
kidney. 

Twenty-two cases of bilateral pyelonephritis were 
studied. In nine, the excretion of phenolsulphoneph- 
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thalein seemed to denote approximately equal func- 
tion in both kidneys. A critical review of the twenty- 
two cases disclosed that in fifteen cases the results 
of the tests of specific gravity were about equivalent 
to those obtained with phenolsulphonephthalein. 

The results are summarized. In ninety-nine cases 
the tests of specific gravity seemed to correspond to 
those in which phenolsulphonephthalein was used 
and to be comparable to the known clinical data, 
This gives an average accuracy of approximately 
70 per cent provided the test with phenolsul- 
phonephthalein and the clinical estimate are accu- 
rate. Accordingly, the test of specific gravity is a 
definite aid in diagnosis, but does not exceed in 
accuracy the test with phenolsulphonephthalein and 
should not be substituted for the latter. 


Fuchs, F.: The Question of Pyelographically Visible 
Extravasations in the Renal Pelvis (Zur lrage 
der pyelographisch sichtbaren Nierenbeckencatra- 
vasate). Zéschr. f. urol. Chir., 1930, Xxx, 392. 


It is occasionally difficult to differentiate a py elo- 
venous reflux from injection of a tubule. As it is 
likely that the contrast medium injected into the 
veins with their circulating blood is immediately 
washed away, protracted immobility of the contrast 
medium should suggest injection into a tubule. In 
a man aged thirty-nine years, the author observed, 
although he injected only 5 c.cm. of umbrenal into 
the renal pelvis, an injection of almost the entire 
pyramid belonging to the most caudal calyx. Note- 
worthy features were the distinct club-shaped 
thickening of the calyx and the broadening of the 
renal pelvis. This was a case of injection of a 
tubule. Nephrostomy was followed by improvement. 

The author emphasizes that with the progression 
of hydronephrosis the possibility of pyelovenous 
reflux becomes less because, on account of the 
atrophy of the papilla, the fornices at the site of the 
reflux disappear. In cases of hydronephrosis, I'uchs 
has often observed injections into the tubules, but 
has never seena rupture of the fornix ora pyelovenous 
reflux even when the injection was given under high 
pressure. In pyelonephritis, the uriniferous open- 
ings of the papilla and the collecting tubules are 
dilated. Consequently, the slightest excess of pres- 
sure results in injection into the tubules and not a 
pyelovenous reflux. 

Fuchs reports a case of frequent renal hxmor- 
rhages in a woman thirty-seven years of age who 
had survived nephritis following angina. The finally 
successful pyelographic examination made a(fter 
several attempts which were unsuccessful on account 
of insurmountable kinking of the right ureter, caused 
moderate pain even with filling of only 1 c.cm. The 
exposure made after the additional injection of 3 
c.cm. disclosed, in the region of the three cranial 
calyces, extravasations which were partly horn 
shaped, had their origin in the fornices, and were 
interpreted as deposits of the contrast medium that 
had escaped into the renal sinus as a result 0: rup- 
tures of the fornix. As the pains and hemorr|iages 
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recurred and the patient gave a past history of car- 
cinoma, the kidney was exposed. However, de- 
capsulation showed it to be absolutely normal. 
It was therefore replaced and nephropexy was done. 
Two months later the hemorrhages recurred, but 
without pain. The author believes that the hemor- 
rhages originated from ruptures of the fornix and 
were not signs of a malignant tumor. 

Fuchs states that especially when a pyelovenous 
reflux has been found on pyelography in a case of 
hematuria of unknown origin, nephrectomy may 
be avoided if the hemorrhage is not threatening. 
Hematuria need not necessarily occur in every case 
of pyelovenous reflux since, as the result of the 
excessive pressure, the contrast medium may be 
forced into the vein through all sites of leakage. 
Moreover, the hemorrhage cannot always follow 
this complicated route as under certain circum- 
stances the blood coagulates previously and itself 
obstructs the passage to the renal pelvis. In the 
case of a man thirty years of age who collapsed dur- 
ing pyelography the pyelogram showed ruptures in 
the fornix in the cranial and middle calyces, but a 
few hours later it showed nothing abnormal. This 
was therefore a case of pyelovenous reflux without 
renal hemorrhages. A. RosENBURG (Z). 


Busser, F.: The Histogenesis of Epithelial Tumors 
of the Kidney (Histogenese des tumeurs epithel- 
iales du rein). Arch. d. mal. d. reins et d. organes 
génilo-urinaires, 1931, V, 541. 


The author reviews 112 epithelial tumors of the 
kidney, 94 were epitheliomata and 18 adenomata. 

The study of the 94 epitheliomata of the kidney 
showed that, from the macroscopic point of view, 
the incidence of the nodular forms (go per cent) is 
much higher than that of the cystic and infiltrating 
forms. From the histological point of view, these 
tumors may be divided into: (1) those of the renal 
type, papillary or tubular; (2) those which are 
atypical, alveolar or trabecular; and (3) those of the 
intermediate type, combining the histological char- 
acteristics of the 2 preceding types and frequently 
showing points of transition from one type to 
another. The superposition of a macroscopic type 
on a histological type is impossible, each macro- 
scopic form being composed of tumors belonging to 
the different histological types described. The latent 
forms revealed by a metastasis, generally osseous, 
are relatively frequent (5 in 94). 

The study of the 18 adenomata of the kidney sug- 
gested that these tumors do not possess, any more 
than do epitheliomata, macroscopic characteristics 
indicating a definite histological structure. 

With regard to hypernephromata, the author 
maintains that there are no findings which confirm 
the theory of Grawitz that these tumors develop 
from embryonic inclusions of the suprarenal cortex 
such as are frequently found under the capsule of 
the kidney. Moreover, this theory does not explain 
the intermediate forms observed in epithelial tumors 
of the kidney. 
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Numerous facts demonstrate the renal origin of 
the tumors called hypernephromata. The differences 
between the latter and tumors developed in the 
adrenals themselves show that these are entirely dif- 
ferent types of tumors. A study of the intermediate 
forms confirms this opinion. It reveals the changes 
by which a renal type of structure, papillary or 
tubular, may reach an undifferentiated type, alve- 
olar or trabecular. The inverse change, the origin of 
papillary or tubular formations at the expense of alve- 
olar formations, is never observed in tumors of 
the adrenals, a fact agreeing with what is known of 
epithelial tumors originating at the expense of solid 
glandular parenchymas. Moreover, the kidney is 
not the only hollow glandular organ in which, be- 
sides tumors of homologous structure (i.e., “‘ typical” 
tumors) tumors of “atypical” structure are found. 

The article has a bibliography of 74 references. 

PACE. 


Chauvin, E.: Intravesical Prolapse of the Ureter 
(Prolapsus intravesical de l’uretére). J. d’urol. méd. 
et chir., 1931, xxi, 174. 

In intravesical prolapse of the ureter the ureter is 
everted through the ureteral meatus, which is more 
or less changed, and protrudes into the bladder. 
First the ureteral mucosa, then the submucosa, and 
finally the muscular layer becomes prolapsed, the 
different coats being brought down successively in 
the same way as the coats of the rectum in rectal 
prolapse. Permanent ureteral prolapse has been 
identified seven times. 

The author reports two cases, one that of a man 
and one that of a woman. In both, there was a his- 
tory of calculi, which agrees with the general opinion 
that ureteral prolapse is not primary. The ureteral 
orifices were in the normal situation. In one case 
the ureteral orifice was largely permeable and pre- 
sented no stricture. 

The pathogenesis of prolapse of the mucous mem- 
brane of the ureter must be the same as that of 
prolapse of mucous membrane through any orifice. 
First there is an acting force, viz., ureteral contrac- 
tion. Prolapse occurs only in association with a 
ureteropyelic lesion which causes abnormally violent 
contractions of the pyelo-ureteral musculature. 
These contractions tend to push or drive before 
them all of the contents of the muscular canal— 
urine, calculi, and mucosa. Slipping of the mucosa 
requires a certain laxity of the subjacent layers, an 
abnormal looseness of the submucosa. The mass of 
mucosa expelled can pass the ureteral meatus only 
when the latter is dilated or defectively oriented. 

In the discussion of this report, LEGUEu said that 
he would consider Chauvin’s first case a case of 
cystic dilatation. Prolapse is often observed in cer- 
tain forms of tuberculosis and especially in cases of 
stones in the lower end of the ureter. It is generally 
transitory and comparable to a hemorrhoidal mass. 
On the other hand, cystic dilatation, which is gen- 
erally associated with a contracted orifice, shows 
none of the inflammatory dilatation of prolapse. 


y- 
ts 
nt 
eS 
to 
od 
ly 
il- 
u- 

a 
in 
id 
ile 
ge : 
ra 
lo- 

is 
he 
‘ly 
ist 
In 
ito 
ire 
te- 
ed 
he 

a . 
nt. 
on 
he 
the 
yut 
igh 
en- 
are 
es- 
ta 
or- 
sho 
lly 
ter 
int 
sed 
iial 
orn 
ere 
hat 
up- 
ges 


154 


Only later, when the cyst is well developed, does it 
become prolapsed. Under such circumstances the 
entire cystic dilatation at first protrudes into the 
bladder and then through the urethra externally. 
Legueu has twice operated on the large extravesical 
pouch so formed. 

Marion stated that several years ago the differ- 
ences between prolapse and cystic dilatation of the 
ureter were clearly established by Mercier. In pro- 
lapse, the cause is nearly always a calculus. It is the 
violent contractions of the ureter seeking to expel 
the stone which produce the prolapse. 

PASTEAU agreed with Legueu that Chauvin’s first 
case was one of cystic dilatation. The illustration 
shows the elongated projection of a quite regular 
intravesical tumor, at the extremity of which there 
was a constricted punctiform orifice characteristic of 
cystic dilatation. Pace. 


Sertoli, L.: Considerations on the Morphology and 
Histogenesis of Ureteritis and Cystitis Cystica 
(Considerazioni sulla morfologia e sulla istogenesi 
della ureterite e della cistite cistica). Arch. ital. di 
urol., 1931, Vii, 249. 

The author reports six cases of ureteritis and 
cystitis cystica. After reviewing several theories as 
to the cause and histogenesis of the cysts, he presents 
findings which indicate that the cyst formation is 
the result of a central degeneration of epithelial 
columns or nests which extend from the mucosa into 
the submucosa during chronic inflammatory proc- 
esses of the urinary passages. 

He believes that chronic inflammation of the 
ureter or bladder causes the formation of small du- 
plications of mucosa or crypts lined by epithelial 
cells which appear as tubules extending into the 
submucosa. The duct of the tubules then becomes 
obstructed and the epithelial columns become sepa- 
rated from the mucosa by a layer of connective 
tissue. 

The nests or islands of epithelial cells undergo 
central necrosis, the cells become swollen, and the 
nuclei become pyknotic and disintegrated. Co- 
incident with the central degeneration there is a 
corresponding regeneration of the epithelial cells 
in the periphery of the cellular islands. The accumu- 
lation of the products of the disintegration with 
constant peripheral regeneration causes the cysts to 
increase in size. The larger or mature cysts that 
project from the mucosa show structural changes due 
to the internal pressure of the cysts. The epithelial 
cells lining the cysts near the mucosa are flat, 
whereas those lining the cysts near the base are 
cuboidal. The epithelial cells over the cysts are 
flattened and continuous with the normal mucosa 
of the urinary passages. Peter A. Rost, M.D. 


Renner, M. J.: Primary Malignant Tumors of the 
Ureter. Surg., Gynec. & Obst., 1931, lii, 793. 


Up to the present time only about fifty cases of 
primary malignant tumors of the ureter have been 
reported. The most common tumors of this type are 
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carcinomata. Of forty-eight tumors reported in the 
literature, thirty-two were located in the lower half, 
five in the middle portion, and six in the upper half 
of the ureter. In 40 per cent of the cases the neo- 
plasm was a papillary carcinoma, and in 23 per cent 
it was a solid carcinoma. In the others, the diagnoses 
were cylindrical-cell carcinoma, adenocarcinoma, 
transitional carcinoma, and pavement epithelium 
carcinoma. 

Sarcomatous growths of the ureter are much less 
common than carcinomata. The author reports a 
carcinosarcoma which arose from approximately 
the middle of the posterior wall of the ureter, filled 
practically the whole ureter as a sausage-shaped 
formation about as thick as a finger, penetrated into 
the urinary bladder, and ended in a round swelling 
about the size of an apple. 

In conclusion the author says that the possibility 
of primary malignant tumor of the ureter should be 
considered in cases with renal tumor, hematuria, 
and pain. Maurice MEttzer, M.D. 


BLADDER, URETHRA, AND PENIS 


Eisenstaedt, J. S., and McDougall, T. G.: Bladder 
Diverticula, with Especial Reference to Their 
Surgical Removal. J. Am. M. Ass., 1931, xcvi, 
831. 

The authors define diverticulum of the bladder as 
a cavity in closest relation to the organ produced 
by a localized dilatation of the bladder wall. They 
then give a brief résumé of the theories as to the 
origin of such diverticula. They state that most 
vesical diverticula are acquired, but occur at a point 
of congenital weakness in the bladder wall. Herbst 
emphasizes the importance of infection in the pro- 
duction of the sac. 

Most diverticula of the bladder open in the region 
of the ureteral orifices. They occur not infrequently 
at the site of the urachus. Involvement of the 
posterior and anterior walls is rare. 

Diverticula vary in size, their capacity ranging 
from a few to 5,500 c.cm. 

They vary also in shape. As a rule they are 
solitary, but in ro per cent of the authors’ cases they 
were multiple. 

In 88 per cent of the authors’ cases of diverticula 
in men the bladder was trabeculated from overwork 
caused by an obstructive process. 

The sac may be bound down by adhesions to other 
organs or large vessels. In rare cases, the ureter 
empties into the diverticulum. | 

The thickness of the walls depends upon the 
degree of inflammation. Some sacs are quite thin 
as the result of stretching. The muscular coat is 
greatly thinned and may be absent. Leukoplakia 
of the lining has been reported. Infection in the 
diverticulum is important as symptoms usually 
begin when infection sets in. The source of the 
infecting organism is not easy to determine. Chronic 
infection always involves the walls and produces 
adhesions. Association of stone or tumor in the 
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diverticulum is not uncommon. The symptoms are 
not characteristic. Asa rule there are no symptoms 
unless infection is present. The diagnosis is made 
by cystoscopy and cystography. Intravenous uro- 
graphy may be used when it appears that instru- 
mentation may be dangerous. 

Non-surgical treatment is of little value and 
should be employed only when operation is contra- 
indicated. The operative treatment consists of 
complete removal of the sac or sacs, followed later 
by removal of the obstruction. The usual exposure 
of the bladder is employed with extraperitonealiza- 
tion of the organ. Preliminary drainage is not done. 
Before the bladder is opened the sac is dissected 
free. The bladder is emptied and the diverticulum 
and a cuff of normal bladder wall are removed. 
Drainage is left to the site of the sac. 

Adherent diverticula may require dissection under 
the guidance of a finger in the sac. When there are 
marked adhesions it may be necessary to open the 
sac in its long axis before freeing it. Sacs which 
include a ureteral orifice require a special technique 
such as that of Young. 

The authors report illustrative cases from a series 
of fourteen. ANDREW MCNALLY, M.D. 


Bothe, A. E.: Lesions Causing Obstruction at the 
Vesical Neck. Pennsylvania M.J., 1931, xxxiv, 383. 


The most common cause of obstruction at the 
neck of the bladder is hypertrophied tissues—the 
Albarran subcervical glands, the trigonal muscle, 
and the posterior commissural glands. In median 


bar hypertrophy, obstruction may be due to hyper- 


trophy of either the subcervical glands or the 
posterior commissural glands or both. In _hyper- 
trophy of the posterior commissural glands, the 
trigonal muscle works harder to push against the 
mass and, becoming hypertrophied itself as a result, 
eventually constitutes the obstructing factor. In 
hypertrophy of the subcervical glands the trigonal 
muscle is uninvolved and its function is not disturbed. 

Inflammatory obstructive lesions apparently have 
no relation to hypertrophy. Of fifty cases of posterior 
obstruction of the neck of the bladder, two were due 
to inflammatory tissue (inflamed median bar) show- 
ing histologically atrophic, sclerotic, and granulation 
tissue changes without hypertrophy. Practically all 
hypertrophic lesions are associated with chronic 
interstitial prostatitis. Associated tuberculous le- 
sions of the prostate are apparently uncommon, but 
as surgeons frequently fail to examine the pros- 
tate histologically, they may be present more often 
than is generally believed. 

Tumors of the prostate are rare. The most com- 
mon are adenocarcinomata. Cases of primary car- 
cinomatous growths of the prostate may be di- 
vided clinically into: (1) those with symptoms of 
urinary obstruction and without evidence of metas- 
tasis, (2) those with symptoms of metastases and 
little or no evidence of a primary lesion, and (3) 
those in which evidence of malignancy is found only 
on pathological study of the specimen. Extensive 
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sectioning of the prostate often reveals concealed 
small carcinomatous lesions not suggested by the 
symptoms or gross examination of the surgical 
specimen. Benign obstructive lesions may be due to 
hypertrophy of the cervical or posterior commissural 
glands. Adenocarcinoma may develop from either 
of these groups of glands. 

Cysts of the prostate may be congenital or ac- 
quired. Those of the usual congenital form arise 
from closure and cystic dilatation of the prostatic 
utricle or inflammation of the urethral mucosa. 
Retention cysts are fairly frequent in hypertrophied 
prostatic tissue. Echinococcus cysts of the prostate 
are rare. 

Congenital valves of the posterior urethra are 
uncommon. Only sixty-four cases have been recorded 
in the literature. The author reports a case. Highly 
satisfactory results have been obtained from the 
punch operation, but the obstruction may be so 
complete that, even when operation is performed at 
birth, death may result from the damage that 
occurred during fetal life. The prognosis depends 
upon the degree of the obstruction and the length of 
time it was present during fetal life. 

Foreign bodies seldom cause obstruction at the 
urethrovesical junction. However, secondary calculi 
formed in the kidneys or bladder occasionally be- 
come impacted in the prostatic urethra. Stones in 
the posterior urethra may be primary or secondary. 
The author reports a case of secondary stone. Pri- 
mary stones may be due to abnormal constitutents 
in the urine secondary to a stricture, pouch, or 
foreign body. Louris Neuwett, M.D. 


Caulk, J. R.: Litholapaxy—The Method of Pref- 
erence for the Removal of Vesical Calculi. 
Ann. Surg., 1931, xciii, 891. 

The author discusses the advantages and disad- 
vantages of litholapaxy as compared with the su- 
prapubic removal of stones from the bladder. 

In about 25 per cent of 225 cases of vesical stone 
reviewed, calculi had been present or were still 
present in the upper urinary tract. 

The indications for litholapaxy and removal of 
obstructive conditions at the orifice with the cautery 
punch are increasing. 

The author believes that in cases of carcinoma of 
the prostate an open surgical operation should be 
avoided when possible. The combination of radium 
implantation and deep X-ray therapy and the punch 
operation gives much better results. Caulk has 
found that the carcinomatous urethra rarely pro- 
hibits litholapaxy. 

In severe cystitis, bladder irritability and con- 
tracture may be decreased by adequate pre-operative 
drainage. With the use of twilight sleep and caudal 
anesthesia, the author has experienced no trouble 
with this complication. 

In the cases of vesical calculus reviewed by Caulk, 
one of the most difficult stones to crush was no 
larger than a cherry. It proved to be a xanthine 
stone. Within certain limits, the size of a stone 
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offers no contra-indications to litholapaxy. Very 
often, the larger the stone, the softer it is and the 
easier it is to crush. 

In cases of very large stones, the author has 
found it advantageous to crack the outer coating. 
In several cases in which he did this without remov- 
ing the stone and then changed the chemical 
character of the urine by injecting bulgarian bacilli, 
the stone underwent spontaneous fragmentation 
making litholapaxy for the removal of the remaining 
fragments a simple procedure. 

Caulk always follows litholapaxy by instillations 
of bulgarian bacilli. In several instances in which 
cystoscopic examination after crushing of the stones 
revealed numerous fragments in the bladder, the 
bladder was found entirely clean a week later. This 
is particularly apt to be the case when the stones are 
of the phosphatic type. When repeated crushings 
are required, an indwelling catheter should be em- 
ployed and careful attention given to the bladder. 

Caulk believes that in cases of stones which are 
difficult to remove, repeated operation is far pref- 
erable to a long-continued operation under an- 
zsthesia and to the excessive trauma of repeated 
instrumentations. The operations should be sepa- 
rated by an interval of from four to seven days. 

In the cases reviewed there were very few com- 
plications from litholapaxy. Pyelonephritis occurred 
in 4.4 per cent, epididymitis in 4.4 per cent, hem- 
orrhage in 1 case, periurethral abscess in 3 per cent, 
and impaction of a urethral calculus in 3 per cent. 

In 112 cases of litholapaxy the average stay in the 
hospital was ten days. Most of the patients with 
simple stones were discharged after two or three 
days. In cases of complicated stones the patient was 
obliged to remain in the hospital a longer time for 
treatment of the complications. 

The indications for the suprapubic operation are 
large stones, stones which are adherent to the 
bladder wall, and stones associated with such patho- 
logical conditions as prostatic obstruction, stricture, 
diverticulum, and tumor. The average stay in the 
hospital in cases in which suprapubic cystotomy is 
done is thirty-nine days. 

The author regards litholapaxy as the operation 
of choice in the majority of cases of stones in the 
bladder, regardless of the size or number of the 
calculi. This procedure is sometimes possible even 
in cases complicated by obstruction, tumor, or active 
cystitis. It is strikingly free from complications, 
and its mortality is relatively insignificant. Its 
results, as gauged by the frequency of recurrence, 
seem to be superior to those of surgery, and it 
shortens the period of hospitalization. 

C. TRAvers Stepita, M.D. 


Higgins, C. C.: Benign Tumors of the Bladder. 
Ann, Surg., 1931, xciii, 886. 

The author adds another case of benign tumor of 
the bladder to the thirty-eight reported in the 
literature in 1922, and the few more that have been 
reported since then. 
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Benign papillary tumors of the bladder are classi- 
fied as follows: 

1. Myoma: (a) fibromyoma, (b) leiomyoma, (c) 
rhabdomyoma. 

2. Fibroma: (a) hard fibroma, (b) soft fibroma, 

3. Angioma. 

4. Myxoma. 

The tumors grow rather slowly ana as a rule do 
not cause symptoms. Their cause is unknown. They 
vary in size from that of a pea to that of a neoplasm 
weighing several grams. They usually occur in the 
region of a ureteral orifice. In many cases they are 
found first at autopsy. Sy u>toms are usually due 
to obstruction. There are no characteristic diagnos- 
tic signs. As a rule the diagnosis is first made after 
excision. The prognosis is good. The best treatment 
is excision. : 

In the author’s case the patient complained of 
intermittent hematuria and limited bladder capac- 
ity, and examination revealed a large pedicled 
tumor situated in the region of the orifice of the left 
ureter. Excision of the tumor was followed by un- 
eventful recovery. Microscopic examination showed 
the neoplasm to be a fibromyxoma. 

Maurice MELTzeEr, M.). 


GENITAL ORGANS 


Constantinesco, N. N., and Picard, J. A.: The 
Bladder Pouch and Residual Urine in Persons 
with Prostatic Conditions (Bas-fond et résidue 
vésicale chez les prostatiques). J. d’urol. et chir., 
1930, XXX, 545. 

The factors involved in the retention of urine are 
numerous, but may be divided into two groups, the 
mechanical and the dynamic. The theories regard- 
ing the mechanism of retention of urine are the 
mechanical theory, the dynamic theory, and the 
theory of mixed causes. The mechanical theory at- 
tributes the retention to obstruction created by the 
prostatic enlargement. The dynamic theory recog- 
nizes the action of the hyperplasia on the subcervical 
glands only insofar as it brings about a histopatho- 
logical change in the neck of the bladder. The 
theory of mixed causes admits the réle of the me- 
chanical obstruction, but ascribes an important part 
also to dynamic disturbances. 

To determine whether a pouch is present in the 
bladder in enlargement of the prostate, the authors 
made lateral cystograms in the cases of seven pa- 
tients in various stages of prostatic disease. In addi- 
tion, having observed on cystoscopic examination 
in a case of prostatic enlargement that calculi were 
lodged behind the neck of the bladder, they intro- 
duced foreign bodies opaque to the roentgen rays 
into the bladders of patients about to be operated 
upon and then determined the location of the foreign 
bodies by cystoscopy and lateral cystography. 
They draw the following conclusions: 

1. In the majority of cases of hypertrophy oi the 
prostate there is a vesical pouch which may be seen 
equally well by cystoscopy and lateral cystography. 
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The pouch is situated behind the neck of the bladder, 
and it is here that calculi become located in cases 
of prostatic enlargement. 

2. The residual urine does not collect in the 
pouch. It is distributed throughout the bladder and 
is found especially in the anterior portion, that is, 
in front of the bladder neck when the patient is in 
the recumbent position. This distribution may be 
attributed to the pressure of the intestinal loops 
caught in the rectovesical space. 

3. Contrary to the classical conception, there is 
no relation between the size of the pouch and the 
amount of residual urine. It may be said that the 
largest residues lead to diminution or disappearance 
of the vesical pouch. 

4. The retention of urine in cases of prostatic 
enlargement seems to be due to weakening of the 
vesical wall caused by the constant effort of the 
bladder to overcome the progressive obstruction of 
its neck. 

5. The neck of the bladder is not fixed in cases 
of prostatic enlargement. In the majority of cases, 
in correspondence with the amount of residual urine, 
it is displaced downward and backward. 

W. Pu.D. 


Seng, M. I.: A Study of the Blood Pressure in 
Prostatism, Including Cardiovascular Changes. 
J. Urol., 1931, XXV, 313. 


This report is based on 454 cases of prostatism 
which were operated upon successfully. A study 
of the cardiovascular system in fatal cases disclosed 
arteriosclerosis in 28 per cent, enlargement of the 
left heart in 46 per cent, enlargement of the right 
heart in 13 per cent, and chronic endocarditis in 20 
per cent. The conclusions drawn by the author are as 
follows: 

1. The blood pressure alone is not a satisfactory 
index of the condition of the cardiovascular system, 
but is suggestive. 

2. The risk of prostatectomy is least when the 
blood pressure is normal. In cases with a normal 
blood pressure healing occurs rapidly. Fatalities are 
usually due to cardiac or pulmonary involvement. 
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3. When the blood pressure is low, the surgical 
risk is greater. Healing occurs sluggishly. As a 
rule there is advanced renal and cardiovascular de- 
generation which makes it necessary to limit oper- 
ative procedures to the simplest measures. Death 
frequently results from cardiac and renal involve- 
ment. 

4. The surgical risk is greatest in cases of high 
blood pressure, in which cardiovascular, pulmonary, 
and renal lesions are apt to be present. 

5. A large percentage of deaths following prosta- 
tectomy are due to lesions of the cardiovascular sys- 
tem, especially those involving the myocardium. 

6. The ieast controllable of the complications fol- 
lowing prostatectomy are pulmonary complications. 

7. The mortality from renal involvement after 
prostatectomy has been greatly reduced. 

8. In the presence of serious lesions of the cardio- 
vascular, renal, and pulmonary systems, special 
care must be taken to prevent infection during 
prostatectomy. 

9. The operative mortality of prostatectomy may 
be lowered by a more careful search for, and study 
of lesions of the cardiovascular system, more care 
in the selection of cases for the operation, and pro- 
longed drainage in cases with severe myocardial 
change. Joun P. O’NetL, M.D. 


Thomas, G. J., Exley, E. W., and O’Brien, W. A.: 
Causes of Death Following Treatment for the 
Relief of Prostatic Obstruction. J. Uvol., 1931, 
XXV, 343. 


This article reports a study of the causes of death 
in thirty cases of prostatic hypertrophy. In 93 
per cent, urinary infection was found to be a major 
factor. In 93 per cent of the cases urethral cathe- 
terization had been done at some time during the 
pre-operative preparation. Forty per cent of the 
patients never reached the operating table. 

The authors conclude that the majority of deaths 
occurring during the treatment of prostatic hyper- 
trophy are due to a bacteremia caused by infection 
already present and infection introduced by instru- 
mentation. J. Sypney Ritter, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Canavero: Solitary Osteogenetic Exostoses (Esostosi 
osteogenetiche solitarie). Chir. d. organi di movi- 
mento, 1931, XV, 411. 


The author reports five cases of congenital exos- 
tosis. The first was that of a man thirty years of 
age who had a large exostosis on the inner side of the 
surgical neck of the humerus presenting as a tumor 
in the axillary region, and the second, that of a 
nine-year-old boy with evidence of rickets and an 
exostosis on the inner side of the upper third of the 
right humerus. In the third, that of a girl nineteen 
years of age, there was a large exostosis on the 
posterior surface of the upper end of the right tibia, 
and in the fourth, that of a nine-year-old girl, a 
similar exostosis on the anterolateral surface of the 
tibia just below the upper epiphysis. The fifth case 
was that of a twenty-year-old man who had a large 
bony outgrowth at the upper end of the left fibula. 

Roentgen examination in all of the cases showed 
the exostosis to be of the benign congenital type. In 
four cases it was successfully removed. All of the 
sections studied showed spongy bone of perfectly 
normal character. 

The author discusses the causes of exostoses of 


the traumatic, multiple, inflammatory, tuberculous, 
congenital, and non-inflammatory types. 

Exostoses may press upon or distend blood vessels 
and may be mistaken for, or cause aneurism. In 
some cases their removal is necessitated by pressure 
upon nerves or other structures. Cosmetic reasons 


usually lead to operation. | Speep, M.D. 


Harris, H. A.: Cod-Liver Oil and the Vitamins in 
Relation to Bone Growth and Rickets. Am. J. 
M. Sc., 1931, clxxxi, 453. 


Cod-liver oil has been used empirically by the 
laymen of the Atlantic coasts for countless years. 
The first record of its use by physicians appeared in 
1771 in the British Pharmacopceia. In 1840, Stein- 
haeuser of Heidelberg published a classical contribu- 
tion on its use and effects as we know them today. 
Some reputable pediatricians contend that any other 
oil will do just as well. In Denmark, the disease 
xerophthalmia which, previous to the World War, 
had been kept partly under control by cod-liver oil, 
disappeared when the children were given butter 
after the supply of margarine had been cut off by 
the blockade. 

Exposure to sunshine is not necessarily the most 
important factor in the prevention of rickets. If 
animals eat vegetables or other animals which have 
been irradiated, they receive the benefit of the vita- 
mins stored in the tissues of such vegetables or 


animals. The discovery that ultraviolet light forms 
Vitamin D in cholesterol and ergosterol was followed 
by an orgy of quackery. Too much dependence has 
been put on the synthetized vitamins with con- 
sequent neglect of fresh foods. Experiments to 
determine the potency of cod-liver oil are mislead- 
ing when they are carried out on animals such as 
rats and guinea pigs; the results cannot be applied 
to man. Reports of the calorimetric and biologic 
tests made by the Chemical Society in 1927 show 
that the liver oils of many other fish and certain 
mammals yield from 10 to too times more Vitamin A 
than the liver oil of the cod fish. 

Our knowledge of the chemistry of bone is still 
somewhat hazy regarding the form of the calcium. 
This is due partly to the fact that most analyses are 
made on bone ash rather than on living bone. In 
investigations carried out on animals with regard to 
the physiology of calcification the wide variation in 
the stages of calcification at a given age in different 
animals is often not considered. Vitamin A is be- 
lieved to be the controlling factor in the differentia- 
tion of the bone-marrow cell from the bone-forming 
osteoblast. It controls the differentiation of cell 
function also in all other tissues. Excessive pro- 
liferation of cartilage is controlled by water-soluble 
Vitamin B, and the calcification of cartilage by 
Vitamin D. Thus all three vitamins are important 
factors in the healing of rickets and none of them 
can effect a cure in the absence of others. As cod- 
liver oil contains an adequate and balanced supply 
of the three vitamins, it is superior to the advertised 
substitutes. ArtuHuR Crark, M.D. 


McLean, S.: Progress in Pediatrics. III. Correla- 
tion of the Roentgenological Picture with the 
Gross and the Microscopic Examination of 
Pathological Material in Congenital Osseous 
Syphilis. Am. J. Dis. Child., 1931, xli, 607. 


The author reports the findings made at autopsy 
on sixteen babies with congenital syphilis. The 
oldest child was thirteen months of age. Thirteen 
of the infants were not over three months old. In 
all, the roentgenograms showed bone changes. 

The first case was that of a white female infant 
eight weeks old. The symptoms began in the fifth 
week of life. Skin lesions were prominent. The 
roentgenogram showed a calcium cap on the distal 
metaphyses of the radius and ulna and rarefactions 
in the ends of one humerus, one clavicle, and both 
femora. Some of these areas were demonstrable in 
the gross autopsy specimens as softening in the bone. 

In the second case, also that of a white female 
infant, a rash developed during the first few days of 
life. Death occurred at the end of a month. Roent- 
gen examination showed lesions in all of the bones of 
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both legs and one arm and in a few metatarsal and 
metacarpal bones. At autopsy, the left femur and 
tibia showed a double layer of cortex. Microscopic 
examination revealed nothing abnormal. 

In the third case, that of a white girl one month 
old, there were extensive cutaneous lesions, a bloody 
nasal discharge, and enlargement of the liver and 
spleen. Roentgenograms showed enlargement of the 
ends of all long bones and areas with “‘worm-eaten”’ 
appearance. The epiphyseal lines were shadowy and 
irregular, and there were areas of rarefaction with an 
irregular spotted distribution. At autopsy, the areas 
of rarefaction at the ends of the diaphyses were 
found to consist of a very soft yellowish material 
and to be extremely weak. Next to these areas on 
the shaft was a hard gritty formation which could 
not be penetrated with a needle. Microscopic ex- 
amination of the areas presenting a ‘“‘worm-eaten” 
appearance in the roentgenogram showed them to be 
composed of granulation tissue, cartilage cells, and 
an intercellular ground substance. A few granular 
forms of spirochetes were found. 

In the fourth case, that of a colored girl two 
months old, the condition caused enlargement of the 
epiphyses, spasticity, icterus, and exfoliation of soles 
and palms. The Noguchi and Kahn tests were 4+. 
Roentgenograms showed pronounced bilateral peri- 
ostitis of the humerus, femur, and tibia and partial 
separation of epiphyses with impaction in several 
places. The gross specimen of a tibia at autopsy 
showed soft submetaphyseal areas and a secondary 
periosteal tube on the shaft. Microscopic sections 
revealed distorted trabecule, enlarged cartilage cells, 
and invasion of connective tissue in the metaphyses. 
The secondary periosteal layer consisted of a dense 
fibrous outer layer and an inner cellular layer in 
which new bone was being formed. 

In the fifth case, that of a colored girl of eight 
weeks, the lesions were mostly osteomyelitic. The 
Noguchi and Kahn were 4+. Typical ‘‘punched-out”’ 
areas seen in the roentgenograms were found at 
autopsy to be cavities containing yellowish-gray, 
soft material without calcified matter. Microscopic 
examination showed this substance to be connective 
tissue with a few spicules of degenerated bone. 

The findings in the other cases were more or less 
similar. In one case which was a striking example 
of syphilitic periostitis a cross-section of the femur 
showed multiple lamella almost like the rings of a 
tree trunk which were formed by alternating layers 
of fibrous periosteum and a substance which was 
like marrow. 

The article contains numerous illustrations, many 
of them in color. Artuur Ciark, M.D. 


Rose, C. B.: X-Ray Treatment of Bone Metastasis. 
Radiology, 1931, xvi, 536. 


The author’s experience with metastatic carcino- 
ma in bone from the breast, prostate, or other organ 
includes fifty cases. An analysis of the results of 
roentgen treatment has led her to the conclusion 
that although roentgen irradiation does not cure, it 
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prolongs life, relieves the pain to a surprising extent, 
and often renders the patient able to enjoy life and 
participate in his usual activity. She reports six 
cases in which roentgen treatment resulted in marked 
benefit, and supplements the case histories with 
numerous illustrations to show the retrograde 
changes in the bones treated. 

Her technique of irradiation is described in detail. 
She has found frequently repeated doses of moderate 
voltage to be sufficient. | Apotpa Hartunc, M.D. 


Weissenbach, R. J., Frangon, F., Gerbay, F., and 
Robert, P.: Two Cases of the Chauffard-Still 
Syndrome—Chronic Progressive Fibrous De- 
forming Rheumatism with Adenopathy and 
Splenomegaly (Deux cas de syndrome de Chauf- 
fard-Still—rhumatisme chronique fibreux déformant 
progressif avec adénopathies et splénomégalie). 
Bull. et mém. Soc. méd. d. hop. de Par., 1931, xvii, 
172. 

In 1896, Chauffard and Ramond reported 7 cases 
of chronic infectious rheumatism in adults which 
were characterized by adenopathy adjacent to the 
affected joints. In 1897, Still described a similar 
joint disturbance associated with splenomegaly and 
adenopathy in children from two to six years of age. 
Since 1897 about 100 cases have been reported. The 
authors report the cases of 2 adult women. 

Chronic arthritis may affect many joints. Es- 
pecially in the hands and fingers it is often sym- 
metrical. It may last for many years. Its course is 
progressive, usually with acute exacerbations and 
the development of vicious flexion deformities in the 
fingers, wrists, and elbows. The roentgenogram may 
show narrowing of the carpal joints and synostoses 
between the radius and ulna, the bones of the carpus, 
and the carpus and metacarpus. In the average case 
of this type however, there may be few, if any, 
positive roentgen findings. 

The adenopathy, which is discrete and accom- 
panied by no periadenitis, involves the neighboring 
lymph glands. The glands reach the size of a pea 
and are either soft or hard. 

Splenomegaly is revealed only on percussion as 
the spleen is not palpable (12 by 5 cm). 

The general health is only fair. Loss of weight 
occurs, and the patient is pale. Fever is absent. 

The blood shows anemia and a moderate leuco- 
cytosis with mononuclears, particularly lympho- 
cytes, predominating. The uric acid content of the 
blood is normal or decreased. The calcium and 
phosphorus content and the clotting time of the 
blood are normal. The blood pressure is a little low. 
No visceral abnormalities are apparent. Especially 
after bath treatment, there is an occasional ery- 
thema. The urine shows traces of albumin. Slight 
protrusion of the eyeballs is noted. 

Actinotherapy with ultraviolet rays, atophan, and 
sodium salicylate have been used, but the best 
results have been obtained from the internal ad- 
ministration of iodine. Hot baths afford relief. 

KELLOGG SPEED, M.D. 


= 
d 
0 
d 
ic 
W 
n 
ll 
re 
n 
in 
it 
e- 
ig 
O- 
le 
Vv 
nt 
m 
d- 
ly 
od 
1e 
of 
1S 
SV 
n 
[n 
nt 
th 
he 
al 
ns 
in 
le 
of 
of 


160 INTERNATIONAL ABSTRACT OF SURGERY 


Sashin, D.: Intervertebral Disk Extensions into the 
Vertebral Bodies and the Spinal Canal. Arch. 
Surg., 1931, Xxii, 527. 

The intervertebral disk consists of a central ex- 
pansile pulp, a thin cartilage plate on each side, and 
a surrounding band of fibrous tissue. 

The author reports 9 cases in which the central 
pulp expanded or extended into the spongy bone of 
the vertebral bodies. In some of them the extension 
occurred in a small area as though through a rupture 
in the cartilage plate, and in others, over a wider 
area, causing a concavity into the vertebral body. 
In three cases there was a history of trauma, but in 
the remainder the symptoms came on gradually 
and were of a rheumatic character. 

This condition has been the subject of reports by 
other clinicians during the past four or five years. 
Schmorl called the extensions ‘“‘cartilage nodes.” 
The extensions of the pulp through the cartilage plate 
of the disk are frequently transformed into cartilage 
and persist as such. They were found in 38 per cent 
of 2,000 autopsies reviewed by Schmorl. 

The extension may go in the direction of the spinal 
cord as well as toward the vertebral bodies. The 
author cites from the literature a case in which they 
were found in the spinal canal at operation for par- 
alysis following injury. 


A shows a sagittal section of several vertebral bodies 
with three disk extensions. The two upper nodes have a 
soft elastic consistency. The lower node is cartilaginous 
and in places ossified. B is a roentgenogram of Section A. 
The upper disk node presents a bony defect or area of 
bone destruction while the lower node presents bone 
production. 


The clinical significance of these nodes has not 
been definitely established. Some think the nodes 
predispose to spondylitis deformans, especially in 
young persons. Symptoms are usually not present 
unless the nodes are of sufficient size to show in the 
roentgenogram. It is thought that the development 
of the nodes may be due to a pre-existing weakness 
in the vertebral column. 

WILLIAM ARTHUR CLARK, M.D. 


Dupuy de Frenelle: Traumatic Spondylitis, 
Kummel-Verneuil Disease (Spondylite trauma- 
tique, maladie de Kummel-Verneuil). Paris chir., 
1930, XXii, 174. 

In the development of traumatic spondylitis there 
are three stages. The first stage, which follows a 
trauma of the vertebral column, is characterized by 
neuralgic pain in the back or kidneys lasting several 
hours or days, and sometimes by motor disturbances 
leading to contractures, spasms, or even paralysis 
of the muscles of the leg. In the second stage there 
is at first such marked improvement that after 
several days or weeks the patient resumes his 
occupation and believes he had only an attack of 
lumbago. However, from time to time he expe- 
riences sharp pains which interfere with his work. 
This stage lasts several months. After a year or more 
the vertebral deformity characteristic of the third 
stage develops. Pain is then noticed after heavy 
work or sudden effort to raise the body or bending 
over. A dorsal or dorsolumbar kyphosis appears. 
Finger pressure on the spine is painful, and active 
and passive movements of the spine become 
limited. : 

In some cases the trouble may disappear in from 
eighteen months to two years without treatment, 
but a slightly sharp gibbus persists. In others, the 
trouble lasts for several years. In all cases of spinal 
trauma, however unimportant it may seem, an X-ray 
examination should be made. The lateral view may 
show small cracks in the bodies of the vertebra. 

If the pain continues, a roentgen examination 
should be made every two weeks. Traumatic spon- 
dylitis is based on fracture of one or more vertebre, 
and failure to immobilize the fracture leads to soften- 
ing of the vertebral bodies from decalcification. 

The methods of immobilizing the spine with plas- 
ter of Paris and other splints and by bone graft- 
ing are reviewed briefly. KELtocc M.D. 


Mucci, D.: A Tumor of the Heel Treated by the 
Wladimiroff-Mikulicz Operation (Di un tumore 
in regione calcaneare trattato con l’operazione di 
Wladimiroff-Mikulicz). Chir. d. organi di movi- 
mento, 1931, XV, 437- 


Having obtained a good result from the Wladi- 
miroff-Mikulicz operation in two cases of osteo- 
myelitis and one case of tuberculosis of the cal- 
caneum, Mucci applied the method to a tumor on 
the right heel of a woman fifty-two years old which 
started in 1926 as a small ulcerated area and had 
been operated upon unsuccessfully several times. 
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At the time the patient was operated upon by 
Mucci, a small swelling was present beneath the 
internal malleolus of the right ankle and a larger 
swelling in the calcaneal region. Both swellings were 
painless to pressure, horny hard, and sharply 
limited. The skin between them was normal. There 
was no sign of regional glandular involvement and 
no positive roentgen evidence of skeletal metastases. 

A diagnosis of sarcoma (blastoma) of the soft 
parts of the heel was finally made. In an attempt 
to preserve the use of the leg, the Wladimiroff- 
Mikulicz operation with sacrifice of some of the 
lower end of the leg bones and the bones of the 
posterior portion of the foot was done. This per- 
mitted radical resection of all of the soft parts in- 
volved by the tumor. The cut-off surface of the leg 
bones was attached to the resected proximal surface 
of the bones of the forefoot, the foot being thus 
placed in an equinus position so that walking would 
be possible on the heads of the metatarsal bones. 

A few weeks after the operation small secondary 
tumors appeared in the groin, in the lower third of 
the left biceps muscle, and on the anterior surface 
of the left leg. These were excised and their 
character as secondaries verified. Later, thoracic 
metastases and symptoms developed. The patient 
died six and one-half months after the operation 
without any evidence of a local recurrence in the 
foot. 

The causes of blastoma and the advisability of the 
Wladimiroff-Mikulicz operation in the treatment of 
the condition are discussed. Sprep, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Gill, A. B.: A New Operation for Arthrodesis of the 
Shoulder. J. Bone & Joint Surg., 1931, xiii, 287. 


Arthrodesis of the shoulder is indicated for 
paralysis of the shoulder provided the muscles 
which rotate the scapula on the trunk are powerful 
and there is function of the muscles of the arm and 
forearm. It may be done any time after the tenth 
year of age. Its functional results are very satis- 
factory. The new operation described by the author 
has been entirely successful in the seventeen cases 
in which it has been performed. Its advantages are 
its directness and simplicity and its assurance of 
bony ankylosis in practically all cases. 

A circular incision is made about the acromion 4% 
in. below its border, and a vertical incision is carried 
down over the greater tuberosity. The skin flaps 
are turned back and the capsule exposed by cutting 
away the upper portion of the deltoid fascia. The 
capsule is freely cut away from the glenoid fossa to 
within an inch of its humeral attachment. The 
acromion is denuded of periosteum ‘and soft tissues 
on its inferior and superior aspects, and the cartilage 
and ligaments are removed from the glenoid process 
and the head of the humerus. A thin anterolateral 
portion of the head of the humerus is then reflected 
outward and a small wedge of bone, with its base 
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upward, is removed from the remainder of the 
humeral head. The arm is abducted to no more 
than 45 degrees in relation to the vertebral border 
of the scapula, the end of the acromion is inserted 
into the wedge in the humerus, and the fascia and 
capsule are sutured so that the two bones are drawn 
firmly together. The arm is then immobilized in a 
plaster cast which includes the trunk down to the 
pelvis. 

After from twelve to fourteen weeks the cast is 
removed and use of the arm is begun. If abduction 
has not been over 45 degrees, the patient will be 
able to reach his mouth and can carry the arm 
hanging straight down without bending the trunk. 

When the operation is done for tuberculosis of the 
shoulder joint, the part which attempts to secure 
fusion of the humerus and glendoid should be 
omitted. CHESTER C. Guy, M.D. 


Juvara, E.: Resection of the Knee (A propos de la 
résection du genou). Bull. et mém. Soc. nat. de chir., 
1931, lvii, 270. 

Juvara performs from 5 to 8 resections of the knee 
annually to remedy attitudes of the limb which are 
incompatible with walking, the results of quies- 
cent tuberculosis or of gonorrhoeal, osteomye- 
litic, or traumatic arthritis. In the 200 cases he has 
treated he has obtained perfect results. His rule is 
always to resect the articular extremities very 
conservatively. He preserves the patellar ligament, 
obtains temporary synthesis of the bone ends by the 
use of nails, dissects the funguous synovial tissue 
with the bistoury as completely as possible, and 
rounds off the articular extremities. 

The technique used in his last 36 cases is described 
in detail. Its advantages are summarized as follows: 

1. The bone ends, freshened in curved surfaces, 
fit solidly. 

2. The curved cutting reduces the shortening of 
the limb to the minimum. 

3. Reduction of all flexion of the segments of the 
limb is effected easily by simple rolling of the 
femoral extremity without disturbing the contact 
of the freshened extremities. 

4. By the temporary synthesis with nails, fixation 
of the bone ends is assured in every direction. The 
nails act as drains and are easily withdrawn when 
they have served their purpose. 

5. Preservation of the patellar tendon and the 
patella insures a powerful grip of the quadriceps 
tendon on the femorotibial bony mass, and gives the 
knee a more normal appearance. 

6. In a young subject the epiphyseal cartilages 
are completely or largely protected even on the 
tibial extremity by the curved shape. 

7. Reconstruction of the knee joint can be done 
later if desired as the continuity of the quadriceps 
with the tibia is preserved through the patella and 
its tendon. 

The last two cases operated on by Juvara are re- 
ported. In both, an orthopedic resection was done. 
The operation was difficult as the bone ends were 
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fused at an angle by a powerful bony mass. In 
one case there was a fracture of the leg which had 
consolidated but a fistula was caused by sequestra- 
tion of the pointed extremity of the upper tibial 
fragment. PAcE. 


FRACTURES AND DISLOCATIONS 


Freund, E.: A Special Change in Enchondral Ossifi- 
cation in Certain Cases of Congenital Disloca- 
tion Treated by Non-Operative Reduction and 
Immobilization (Sopra un’alterazione particolare 
dell’ossificazione encondrale in qualche caso di 
lussazione congenita trattato con riduzione in- 
cruenta et immobilizzazione). Chir. di organi di 
movimento, 1931, XV, 563. 

Quite frequently when the period of immobiliza- 
tion is finished after non-operative reduction of dis- 
location of the hip and the plaster cast in Lorenz’ 
second position is taken off the roentgenogram 
shows narrow stripes in the juxta-epiphyseal part of 
the neck of the femur which sometimes extend from 
the greater trochanter to the median pole of the 
neck. Generally there are two linear shadows with 
a distance between equal to that between the prox- 
imal line and the epiphyseal cartilage. These lines 
are seen only in cases in which a plaster cast has been 
applied. In cases of unilateral immobilization they 
are not seen on the opposite side. 

The author reports four cases and tries to explain 
the lines. In his opinion the lines correspond to the 
two phases of immobilization in the plaster cast. 
The distance between them corresponds to the first 
phase of immobilization, that is, the three months in 
the first Lorenz position, and the distance between 
the epiphyseal cartilage and the second line, to the 
three months in the second Lorenz position. The 
lines are a result of a disturbance in the physiological 
course of enchondral ossification. After reduction, 
the organism responds very sensitively to immobiliza- 
tion. There is probably a complete arrest of en- 
chondral ossification and a lamella apposed to the 
diaphyseal surface of the epiphyseal cartilage is 
formed. This arrest is transitory. It may persist 
only for the first week of immobilization, ossification 
then beginning again. The bone lamella formed in 
the meantime is then displaced downward as the re- 
newed ossification produces bone immediately below 
the epiphyseal cartilage. Apparently the organism 
is able to adapt itself to the unphysiological condi- 
tion of immobilization. When the apparatus is 
changed at the end of three months and the limb put 
in Lorenz’ second position, there is another dis- 
turbance of ossification and a second line is formed. 

This is very similar to what occurs in certain cases 
of rickets in which periods of active ossification are 
followed by periods of interruption of growth. How- 
ever, in rickets it is an internal factor of metabolism 
which causes the disturbance, whereas in immobili- 
zation it is an external factor. 

In the second and third of the author’s cases the 
limb was put at once in Lorenz’ second position and 
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there was only one dense line, there having been 
only one disturbance of growth. Evidently mere 
renewal of the cast without a change in position does 
not cause enough disturbance to show in the roent- 
genogram. In the fourth case there were dense lines 
before immobilization. The predisposition to the 
formation of such lines was increased by the immo- 
bilization for when the cast was removed at the end 
of the three months in Lorenz’ second position all of 
the juxta-epiphyseal part of the neck of the femur 
was occupied by a dense broad shadow. 
AupREY G. Morean, M.D. 


Young, C. S.: The Mechanics of Ambulatory 
Treatment of Fractures of the Clavicle. /. 
Bone & Joint Surg., 1931, xiii, 299. 

The ambulatory splint may be used for immobil- 
ization after the reduction of incomplete (greenstick) 
fractures of the clavicle, complete transverse frac- 
tures with interlocking serrations, and complete 
fractures with internal fixation. It may be em- 
ployed also in other types when the patient is a poor 
surgical risk. It is not satisfactory in common 
oblique fractures at the junction of the medial and 
outer thirds with downward displacement of the 
lateral fragment. The author discusses the mechan- 
ical forces acting on the displaced fragment and con- 
cludes that to hold this fragment in position a force 
directed upward is necessary. He obtains such a 
force by the application of a well-fitting and thickly 
padded body-and-arm cast supported below by the 
iliac crest of the injured side. The humerus is flexed 
15 degrees, abducted 25 degrees, and rotated inward 
10 degrees. The elbow is flexed 90 degrees, and a 
plaster bar is inserted between the elbow and body 
cast. The cast is made rigid by a flat metal strip 
incorporated within it which extends from the 
occiput to the sacrum and is bent to allow the head 
to project posteriorly. 

This treatment has been used with satisfactory 
results in ten cases—four of greenstick fracture and 
six of complete fracture. In the latter, preliminary 
open operations with internal fixation by intra- 
medullary beef-bone grafts were performed before 
the cast was applied. The time required for the 
application of the cast is offset by the small amount 
of attention required in the follow-up treatment and 
the assurance of positive immobilization. 

CHESTER C. Guy, M.D. 


Voncken, Demonie, and Ory: Six Cases of Dis- 
location of the Semilunar Bone (Six cas d’enu- 
cleation du semi-lunaire). Bull. et mém. Soc. nat.de 
chir., 1931, lvii, 160. 

In each of the six cases of dislocation of the 
semilunar bone reported in this article the authors 
used an individual method of treatment. In all, a 
satisfactory result was obtained. 

Dislocation of the semilunar bone is usually 
produced by a fall or a blow on the hand in hyper- 
extension combined with a certain degree of radial 
deviation and pronation. 
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Recent dorsal dislocation of the os magnum is 
quite easily reduced by external maneuvers. Dis- 
location of the os magnum with dislocation of the 
semilunar bone, fracture of the scaphoid, and dis- 
placement of the fragments generally requires 
operation. In two cases of this type the authors 
found it necessary to extirpate the semilunar bone 
and a fragment of the scaphoid. In a case in which 
the semilunar bone was displaced outward, Demonie 
was able to reduce it after incising the annular liga- 
ment of the carpus and separating the flexor tendons. 
Opening of the synovial membrane was not neces- 
sary. In these three cases an anterior approach was 
used. The dorsal route is seldom indicated. In old 
dislocations, operation is indicated only in cases 
with nerve compression and functional disturbances. 

The excellent functional] results obtained in the 
authors’ cases are attributed to the immediate oper- 
ative treatment followed by early active physiother- 
apy. PACE. 


Boorstein, S. W.: Compression Fracture of the 
Spine. Am. J. Surg., 1931, xii, 43. 


Boorstein states that 45 per cent of a large series 
of fractured spines treated at Fordham Hospital, 
New York, were of the compression type. He re- 
views forty-nine cases. In this series the com- 
pression fracture was caused by both direct and 
indirect violence. The direct trauma was a forced 
hyperflexion of the spine, and the indirect force a 
violent contraction of the extensor muscles of the 
back which, in many cases, led to complete 
fractures of the fourth and fifth lumbar vertebre. 
The fractures occurred most frequently in the 
dorsolumbar and upper lumbar regions. 

The most constant signs of the fracture were 
limitation of motion, persistent weakness of the 
back, the projection of one or more spinous proc- 
esses, and local tenderness over the kyphos. 

The prognosis became more unfavorable the 
nearer the fracture approached either the base of 
the brain or the foramen magnum. 

The author emphasizes that both lateral and an- 
teroposterior roentgenograms should be made. In 
addition to the roentgen findings, the diagnosis 
should be based on the history of the injury, the 
localized tenderness and persistent pain in the spine, 
the weakness and deformity of the spine, and pain 
from the nerve roots with or without definite symp- 
toms of pressure on the cord. 

Early treatment must often include measures to 
combat shock. It is essential to have accurate 
knowledge of the function of the kidneys within the 
first twenty-four hours. The author recommends 
complete recumbency for from eight to ten weeks 
followed by gradual resumption of activity with 
support by a well-fitting jacket or brace for seven 
or eight months longer. The process of healing 
should be checked by roentgenograms. With re- 
gard to cases presenting paralysis, Boorstein quotes 
Elsberg who stated that the only cases of fresh 
fracture of the spine in which operative interference 
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may be indicated are those in which, in addition to 
partial loss of function, there is evidence in the 
roentgenograms of a marked deformity of the spinal 
canal with pressure upon the spinal canal by dis- 
located bone or bone fragments, and the rare cases 
in which severe root pains are caused by the pressure 
of dislocated bone upon one or more sensory roots. 
For late cases in which the pain persists and the 
patient must return to strenuous labor, Boorstein 
recommends a fusion operation. 
Paut C. Cotonna, M.D. 


Toro, R. H.: The Treatment of Diaphyseal Frac- 
tures of the Femur in the Hospital of San 
José, Bogota (Tratamiento de las fracturas diaf- 
isarias del femur en el hospital de San José). 
Repert. de med. y cirug., 1930, xxi, 573. 


The methods of treating diaphyseal fractures of 
the femur which are used at the San José Hospital, 
Bogota, Colombia, are of two types—the orthopedic 
and the surgical. The former include early mobil- 
ization and the classical method, and the latter, 
open operation with simple reduction and open 
operation with osteosynthesis. On the basis of 
thirteen cases, which are discussed in detail, Toro 
reaches the following conclusions: 

1. Continuous extension is the treatment in- 
dicated in closed fractures with slight deviation and 
overriding. 

2. In cases of old fractures which are poorly con- 
solidated, open operation is necessary and should be 
followed by the use of a supporting apparatus. 

3. Open operation with osteosynthesis should be 
employed for fractures with marked overriding and 
deviation and, in general, those which are irreducible. 

4. Open infected fractures should be treated 
surgically, but never with the use of an apparatus 
or by osteosynthesis. 

5. In therapeutic fractures plaster does not 
possess the inconveniences which render it unadapt- 
able to accidental fractures and may be used for 
reduction and support. 

6. Continuous extension with suspension should 
supplement all forms of treatment because, while it 
functions in the same way as a supporting apparatus, 
it allows active movement of the joints of the frac- 
tured member and thereby favors complete ana- 
tomical and functional restitution. 

W. Ph.D. 


Lee, H. G.: Fractures of the Tuberosities of the 
Tibia. New England J. Med., 1931, cciv, 583. 


Fractures of the tuberosities of the tibia are in- 
frequent. To prevent disturbances of leg function 
it is extremely important that they be recognized 
early and properly treated. They are most common 
in males of middle age, and are due to either direct 
or indirect violence. Many are produced by falls in 
which the subject lands on his feet. Although the 
body weight is normally transmitted through the 
internal tuberosity, in falls the leg is usually ab- 
ducted and the force is applied particularly to the 
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external tuberosity. The fragment tends to be dis- 
placed outward and downward and tilted. The 
displacement is usually slight, but any deformity 
of the articular surface disturbs the normal tibio- 
femoral relation and changes the alignment of the 
joint. Disturbance of joint alignment may result 
later in genu valgum or varum or arthritis, and is 
particularly apt to complicate fractures of the 
internal tuberosity. When the patient is young and 
complete reduction is obtained, the prognosis is 
good, but when the patient is old, when there is a 
co-existing osteo-arthritis, when reduction is in- 
complete, or when there is associated damage to the 
meniscus or joint capsule, the prognosis must be 
guarded. 

Treatment should be preceded by a careful study 
of stereoscopic roentgenograms. If the displace- 
ment is outward rather than downward and of slight 
to moderate degree, conservative methods such as 
the use of the Thomas wrench or the padded ham- 
mer are usually sufficient for reduction. If these 
are not successful or if the injury is more severe, 
open operation with accurate replacement of the 
fragments should be performed without delay and 
screws, nails, or plates should be employed to hold 
the fragments in position. After the reduction the 
leg should be kept in a cast for from four to six 
weeks. At the end of that time, motion should be 
started. 

The author emphasizes especially the importance 
of accurate reduction of fractures of the internal 
tuberosity. Cuester C. Guy, M.D. 


Laureati, L.: Posterior Marginal Fracture of the 
Lower Epiphysis of the Tibia—Destot’s ‘‘Poste- 
rior Malleolus’’ (Sulla frattura marginale poste- 
riore—‘‘malleolo posteriore’ di Destot—dell’epifisi 
tibiale inferiore). Chir. di organi di movimento, 1931, 
XV, 552. 


According to Destot’s description, the joint sur- 
face of the tibia seen in profile shows an irregular 
curvature. The anterior two-thirds have a cylindri- 
cal curvature with a radius of 28 mm., while the 
posterior third is flattened and therefore has a 
smaller radius. It is to the posterior third that 
Destot gave the name “posterior malleolus.” This 
part prevents the foot from becoming dislocated 
backward. As the calcaneus is inclined backward, 
the astragalus would slide back when sudden force 
is brought to bear upon it if it were not prevented 
from so doing by the posterior malleolus. The 
posterior malleolus is not mentioned in the classical 
textbooks of anatomy because it has no special 
arrangement of the bone trabecule like the other 
malleoli and it shows no independent center of 
ossification. Testut’s Anatomy says only that the 
posterior surface of the lower end of the tibia is 
convex like the anterior surface and presents a small 
groove through which runs the tendon of the flexor 
longus hallucis. 

The case of posterior marginal fracture of the 
posterior malleolus which is reported by the author 
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was that of a man fifty-five years of age who slipped 
on a stairway and fell with all his weight on his 
right foot. It was assumed that the accident caused 
a bimalleolar fracture, and the foot was immobilized 
at a right angle without roentgen examination, 
After four months, the foot, ankle, and lower part 
of the leg became oedematous whenever walking 
was attempted. The right foot was rotated outward. 
Movements of extension and flexion were limited to 
two-thirds normal, and rotation, abduction, and 
adduction were abolished completely. The right 
heel projected farther back than the left. When the 
anterior margin of the tibia was followed down, 
a depression was found at the lower end. There was 
marked atrophy of the leg. 

Roentgen examination showed a fracture of the 
posterior malleolus with, backward subluxation of 
the astragalus. The astragalus rested on the pos- 
terior part of the joint surface and on the fracture 
callus, while the anterior part of the joint surface 
of the tibia had no contact with the astragalus, 
There had been also a fracture of the distal end of 
the diaphysis of the fibula. Between the internal 
malleolus and the astragalus the roentgenogram 
showed two small shadows which were due to calci- 
fication of the lacerated ligaments. 

Fracture of the posterior malleolus rarely occurs 
alone. It is usually associated with fracture of one 
or both of the other malleoli, but it is a pathological 
entity which may dominate the picture of injury to 
the ankle. When there is backward dislocation of 
the heel and when a fracture in the region of the 
ankle is difficult to reduce and keep in position, 
fracture of the posterior malleolus should be sus- 
pected and a roentgen examination should be made. 
Enlargement of the internal malleolus is also sug- 
gestive of this form of fracture. The symptoms are 
more marked in late cases. There is evident sub- 
luxation of the foot, the heel appears to be elongated, 
the anterior margin of the tibia is prominent, and 
when the margin of the fibula is followed down it is 
found to form an angle open backward. The re- 
tromalleolar grooves are much larger than normal. 
The patient feels intense pain when he puts his 
heel on the ground and walks with the foot in an 
equinus position. In addition to the backward dis- 
location of the foot there is a certain degree of val- 
gus or, more rarely, varus. 

When fracture of the posterior malleolus is asso- 
ciated with fracture of the other malleoli the prog- 
nosis with regard to secondary deformity is much 
less favorable. The condition may cause traumatic 
arthritis, chronic oedema, and various disturbances 
of the trophism of the leg. The loss of the poste- 
rior support of the foot results in displacement of 
the center of gravity and a new functional adapta- 
tion of the foot which greatly reduces the amplitude 
of its movements. 

The treatment consists in reducing the astragalus 
to its proper position and immobilizing the foot. 
To replace the astragalus downward, traction should 
be exercised on the foot with a certain degree of 
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force and should be followed by alternate movements 
of extension and flexion. The foot should be im- 
mobilized in forced dorsal flexion at an acute angle 
instead of a right angle to the leg. 

Aubrey G. Morean, M.D. 


Babini, R.: Dislocation and Fracture of the Tarsal 
Scaphoid and Its Treatment (Lussazione e 
frattura dello scafoide tarsico e suo trattamento). 
Chir. d. organi di movimento, 1931, XV, 397. 


A case of astragaloscaphoid dislocation with frac- 
ture of the scaphoid is reported by the author on 
account of the rarity of the condition and the lack 
of a uniform treatment for it. Babini considers the 
dislocation of the major fragment of the bone to be 
of greater importance than the separation of a small 
fragment. 

The patient whose case is reported was a man 
twenty-nine years old who fell a distance of 6 meters, 
landing on his feet. After the fall he was unable to 
walk, and examination revealed a fracture of the 
left calcaneum and the right scaphoid with the large 
fragment dislocated upward and backward into the 


head of the astragalus. The small fragment, which 
consisted of only the tubercle, remained in place. 
All of the foot movements were restricted and 
painful. 

Reduction was accomplished by traction on the 
forefoot and countertraction on the heel and a plaster 
dressing applied, but the control roentgenogram 
showed that the dislocation had recurred. 

Operation was performed four days later under 
ether anesthesia. The two fragments of the sca- 
phoid were exposed through a 10 cm. incision on the 
dorsum of the foot which was crossed at the middle 
by a transverse incision. Reduction was again 
easily accomplished, but was again followed by 
immediate recurrence. The two fragments of sca- 
phoid were sutured with silk and remained reduced. 
The reduction was verified by roentgen examina- 
tion through the plaster dressing. 

After three months there was cure with no de- 
formity and no difficulty in walking. 

The article is concluded with a discussion of the 
mechanism of injuries of this type. 

KELLOGG SPEED, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Labbé, M.: Diabetic Arteritis (L’artérite diabetique). 
Presse méd., 1931, XXXiX, 257. 


Since the discovery of insulin, statistics show that 
coma as a cause of death in diabetes has decreased 
and arteritis has increased in importance. Diabetic 
arteritis may involve any of the arteries. According 
to Joslin, the arteries of the heart are affected most 
frequently and those of the brain third most fre- 
quently. 

Diabetic arteritis differs from senile arteritis in its 
early occurrence and the nature of its histological 
changes. It differs from syphilitic arteritis in its 
localization and the coats of the artery it involves. 
Syphilis attacks especially the aorta and the large 
arteries, whereas diabetes affects especially the 
small arteries of the limbs. Syphilis causes a panar- 
teritis in which all of the coats of the artery are 
affected equally whereas diabetes involves only the 
intima. 

There is no disease in which arteritis is more fre- 
quent than in diabetes. In the latter condition it 
occurs very early. Its frequency is not proportionate 
to the severity of the diabetes. It is less common 
in diabetes with nitrogen denutrition, which occurs 
most frequently in young persons, than in benign 
diabetes without denutrition, which occurs at every 
age, but is most frequent in persons over thirty years 
old. 

Diabetic arteritis requires a certain time to de- 
velop. Its incidence is highest in older patients. 
Diabetes seems to cause early aging of the organism. 
Diabetic arteritis affects especially the limbs, usu- 
ally the lower limbs. It is possible that the diet 
imposed on diabetics may favor the development of 
atheroma. Deficiency of carbohydrates and their 
replacement with fats may explain the hypercholes- 
terinemia of diabetics and the deposit of cholesterin 
in the intima which plays such an important rdle in 
the vascular atresia. 

The first symptoms of diabetic arteritis are slight 
sensory disturbances such as numbness of the ex- 
tremities, sensations of cold, formication, and cramp. 
These often occur at night. Later there are attacks 
of ischemia with severe pains and sensations of con- 
striction. During the day there is intermittent 
claudication. Arterial pulsations cease first in the 
dorsalis pedis artery and then in the posterior tibial 
and the popliteal arteries. In the femoral artery in 
Scarpa’s triangle they are sometimes lessened in 
strength, but are rarely abolished. The same ex- 
amination must be made of the arteries of the upper 
limb. The relative diminution in amplitude of the 
oscillations in the lower limbs is a first sign which 
should not be overlooked. Oscillometry, whatever 


its deficiencies, is the best means of appreciating dis- 
turbances of arterial circulation in a limb. 

One of the most satisfactory procedures for the 
study of the vessels in diabetics is roentgenography 
of the arteries in the living. The arteries of diabetics 
are often and early calcified. They are calcified 
before they are constricted. However, calcification 
is of less value in the prognosis than the findings of 
oscillometry. Sicard believes that the injection of 
lipiodol locates an arterial obliteration with more 
precision than palpation of the artery or oscillom- 
etry. However, this method has numerous sources 
of error. 

Examination of the arteries must be supple- 
mented by examination of the peripheral nerves, 
As conservation of tendon reflexes in certain cases 
indicates integrity of the nervous system, the dis- 
turbances of sensibility must be attributed to the 
blood-vessel lesions. 

The author reports five cases of painful diabetic 
arteritis. 

In diabetic arteritis the calcification of the arteries 
is much more marked than in other types of arteritis. 
The increase in the magnesium in the arterial walls 
is about the same as the increase in the cholesterin, 
but less than the increase in the calcium. 

The author outlines the pathogenesis of arteritis 
in diabetes as follows: 

The blood which is abnormally charged with 
glucose chronically irritates the intima and causes 
it to become thickened and slightly inflamed. Later, 
the cholesterin, which is in excess in the blood of 
diabetics, penetrates the intima and is there de- 
posited. The deposits may be acted upon by 
therapy which reduces the cholesterinemia. Infil- 
trated into the intima and swelling it, the cholesterin 
is a primary factor in the production of circulatory 
disturbances. It constricts the lumen of the vessel 
and is responsible for the ischemia and gangrene. 
Spasm and thrombosis play scarcely any role in 
the mechanism of arterial stenosis in diabetics. As 
there seems to be no relation between the calcium 
content of the arteries and the blood calcium, a low- 
calcium diet is unnecessary. PACE. 


Lopez, P.: The Treatment of Varices with Ether 
(Traitement des varices par l’éther). Bull. ef mém. 
Soc. de chirurgiens de Par., 1931, xxiv, 57- 


The author states that the ideal sclerosing agent 
for the treatment of varicose veins must be a non- 
toxic, antiseptic solution which will penetrate with 
sufficient force to reach the finest venous channels 
and accomplish the sclerosis with one injection. He 
believes that ether meets the requirements. . 

His technique of injection is simple. An elastic 
bandage is firmly applied just above the varices and 
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from 1 to 1% c.cm. of ether is injected at each of 
two sites. The ether soon becomes gaseous, giving a 
characteristic tympanitic sensation to the finger tip 
which persists from fifty to sixty minutes. At the 
end of this time the constricting bandage is released. 
The patient is then kept in the recumbent position 
for from four to eight hours. 

A hard non-tender cord is noted at the site of the 
varicose vessels after the injection, but disappears 
in a few months. 

Untoward results have been infrequent. They 
consist of small sloughs due to reflux of the ether 
from the needle hole or its inadvertent injection 
about the vein. 

Lopez reports on twenty-two cases in which the 
method described was used successfully. The first 
one was treated six months ago. 

Histological sections of veins taken thirty, fifty, 
and eighty days after the injection of ether showed 
progressive organization of the thrombus. 

James B. Mason, M.D. 


De Takats, G.: Causes of Failure in the Treatment 
of Varicose Veins. J. Am. M. Ass., 1931, xcvi, 
IIIT. 


The author classifies the causes of failure in the 
treatment of varicose veins into seven groups: (1) 
mistakes in the diagnosis, (2) mistakes in the 
establishment of the indications, (3) mistakes in the 
type of treatment, (4) mistakes in the technique of 
injections, (5) mistakes in the selection of the 
solution to be injected, (6) mistakes in the measures 
taken to prevent or treat untoward reactions, and 
(7) mistakes in the after-treatment and follow-up 
of the patients. 


MISTAKES IN DIAGNOSIS 


If every dilated vein in the lower extremities is 
regarded as a varicose vein, grave errors may occur. 
A group of well-defined multiple arteriovenous 
communications may give rise to an erroneous 
diagnosis. In these, no pulsation is visible or audible 
as the communications are very small. The con- 
dition is congenital, becomes manifest in early life, 
and progresses continuously. The affected limb is 
warm and may be larger than the other leg, and 
the blood in the dilated veins is arterial in character, 
being light red. Such cases require extensive 
surgery with ligation of the feeding arteries and 
extirpation of the dilated veins. 

Buerger’s disease, which affects arteries as well 
as veins, not infrequently starts with a spontaneous 
phlebitis which subsides and recurs. The recurring 
attacks may result in dilatation of the veins with 
valvular insufficiency. Unless attention is paid to 
the absence of a pulse, the dependent rubor, and 
the characteristic intermittent claudication, the 
mistake of injecting such veins with sclerosing 
solutions may be made. 

An error which is probably more frequent than 
any other is treatment of veins when the complaints 
originate in another source. Complaint of an ache 


in the calf, the knee, or the hip with less emphasis on 
the characteristic site of pain at the arch and the 
calluses may lead the practitioner to attribute the 
symptoms partly or solely to varicose veins. Ar- 
thritis deformans of both knees in elderly persons 
continues to cause persistent pain even after the 
obliteration of varices. Any orthopedic condition 
such as genu valgum, sacro-iliac pain, or spon- 
dylolisthesis, should be investigated if the pain 
radiates to the extremities. 


MISTAKES IN INDICATIONS 


In certain cases the injection treatment is contra- 
indicated. 

Systemic diseases. It is a mistake to treat varicose 
veins by injection when hyperthyroidism, active 
tuberculosis, or even an acute cold is present. A 
complete examination is important. The case of 
a young girl with slight evening rises in the tem- 
perature who died of miliary tuberculosis six weeks 
after injection treatment for varicose veins shows 
that latent tuberculosis may be activated by the 
injections. 

Mechanical obstruction. In the varicose vein the 
flow of blood is reversed without a true obstruction 
to the backflow. Obliteration of such dilated veins 
restores the venous circulation to normal. However, 
if the superficial veins are dilated because of a true 
obstruction, as in the presence of pregnancy, an 
abdominal growth, or pelvic thrombi, the dilatation 
is compensatory and the treatment not warranted 
unless it can be shown that the secondarily dilated 
veins have also become incompetent. The most 
frequent mistake is the injection of compensatory 
dilatations in the pvesence of oedema. Oedema 
always signifies insufficient venous return.  In- 
jections into oedematous legs usually increase the 
oedema not so much because they obliterate venous 
channels, but because they activate a latent deep 
phlebitis. 

Latent infection. A low-grade latent infection is 
present in many patients who have never had an 
acute phlebitis, a massive thrombosis, or an infected 
ulcer. When injection treatment is given into an 
area of resting infection it may suddenly set up an 
acute phlebitis with perivenous exudation and the 
formation of massive thrombi. To decrease such 
acute flareups the following rules must be observed: 

1. Nothing should be injected into a vein unless 
at least three months have elapsed since the sub- 
sidence of an acute superficial phlebitis. 

2. If the veins are hard and tender to the touch 
and if phleboliths are palpable, an effort should be 
made to test for latent infection. Gentle massage, 
heat, and diathermy are most useful in the detection 
of latent infection. 


MISTAKES IN THE TYPE OF TREATMENT 


Incompetence of the entire long saphenous vein 
calls for preliminary ligation of the vein above 
the highest palpable point. Unless this is done, 
the incidence of recurrence will exceed 10 per cent. 
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This procedure prevents the ascending type of 
thrombosis from extending into the femoral vein. 

In another small but definite group of cases the 
reflux of blood occurs chiefly through multiple in- 
competent communications from the deep veins. 
The Trendelenburg test is doubly positive. In- 
jections in such cases do not give good results, 
recurrence being frequent. The logical treatment 
is wide radical excision of all dilated veins. 


MISTAKES IN THE TECHNIQUE OF INJECTIONS 


If the bevel of the needle is too long, the vein 
may be easily transfixed. If the bore of the needle 
is too large, leakage may occur after the needle has 
been withdrawn. If the vein is not emptied of 
blood, too much dilution takes place. Unless the 
vein is compressed below and above the injection 
with two fingers or compressors, the solution is 
carried away too soon. If the needle is not quite in 
the vein, the solution injected beside the vein may 
cause necrosis. Unless pressure pads are applied 
after the injections, the thrombi will be large and 
soft or no thrombi will be formed. If the patient 
is told to go to bed after the treatment and is im- 
mobilized for any length of time, the danger of 
embolism is greatly increased. If the legs are not 
bandaged for about three weeks after completion 
of the treatment, the recently organized thrombi 
may canalize and early recurrence may take place. 


MISTAKES IN THE SELECTION OF THE SOLUTION TO BE 
INJECTED 


The salicylates and quinine are often poorly 
tolerated. Nevertheless it must be admitted that, 
in difficult cases which resist other solutions, the 
use of 2 c. cm. of a 10 per cent solution of quinine- 
urethane divided into three or four parts is most 
successful. 

The best solution is a mixture of 50 per cent 
dextrose and 30 per cent sodium chloride solution. 
The first is too bland and the second too irritating 
to be used alone. A mixture of equal parts combines 
the advantages and lacks the disadvantages of 
both. 

The mixture of dextrose and sodium chloride is 
used in amounts of from 5 to 10 c. cm. at one 
injection. The amount of the solution should be 
commensurate with the size of the varix. Fine- 
walled veins require less and may be injected with 
pure dextrose. Large saccular varices with thickened 
walls sometimes require pure sodium chloride. For 
general use, however, the mixture is most satis- 
factory. 


MISTAKES IN MEASURES TO PREVENT AND TREAT 


UNTOWARD REACTIONS 


Sloughs. Every physician who uses the injection 
treatment must be fully aware that the solution, 
if deposited outside the vein, causes necrosis of the 
tissues. Depending on the type and amount of the 
solution used, there will result a small painful 
perivenous infiltration which is absorbed spon- 
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taneously, a large hard mass which breaks down 
easily but may be prevented from doing so, or a 
frank gangrenous ulcer with a large necrotic mass 
around it. If a slough were caused whenever a 
solution is injected outside the vein, few physicians 
would use the injection treatment. A few drops of 
bland solution will cause only some burning and a 
slight inflammatory reaction which does not result 
in breaking down of the skin. When needles larger 
than a No. 23 or 24 gauge with a long bevel are 
used, leakage occurs easily. Moreover, some of the 
solution may infiltrate the wall of the vein and cause 
destruction. When a growing hematoma is seen, 
the injection must be stopped immediately. When 
the patient complains of intense burning at the site 
of the injection and a ballooning out and blanching 
of the skin are noted, the danger of a massive 
necrosis is great. If from 5 to roc. cm. of the patient's 
own blood are injected immediately into the 
blanched area, a frank gangrene may sometimes 
be prevented. Nevertheless, a hard painful mass 
may persist for weeks. The absorption of the mass 
can be hastened by the use of a 30 per cent mercury 
ointment. Pressure pads should not be employed 
above such areas as they will further interfere with 
the circulation. 

Cramps. With the exception of solutions of 
quinine, all drugs used for injection treatment cause 
cramping. In the cases of women who are sensitive, 
the cramping is sometimes unbearable. It is a serious 
mistake to add procaine hydrochloride to the 
injected solution as procaine given intravenously is 
very toxic, even in minimal quantities. At present 
there is no sure means of alleviating the cramp. 
It is possible that the cramp is helpful in keeping the 
solution longer in place. The cramp ceases in three 
or four minutes. 

Cardiovascular reactions. When the patients are 
anxious, particularly before the first treatment, they 
must frequently be reassured and the injections 
should be given only in the horizontal position. 
Young women with an easily fluctuating blood 
pressure faint easily when the needle is inserted. 
The fainting is mostly a psychic reaction. Reactions 
in the form of pain in the region of the heurt, 
palpitation, and dizziness occurring a few minutes 
after the injection are of a different character. 
Patients suffering from angina pectoris may easily 
develop an attack after the injections. The diagnosis 
of such a condition contra-indicates the injection 
treatment. 


MISTAKES IN THE AFTER-TREATMENT AND FOLLOW-UP 
OF PATIENTS 


Patients should not be immobilized during or after 
the treatment. The only time when embolism is to 
be feared is when the patient with varicose veins 
must stay in bed for a prolonged time. 

Bandaging of the leg during and after the treat- 
ment for three weeks is beneficial but not necessary. 
It seems to bring about the formation of smaller and 
firmer thrombi. If the venous pressure is reduced, 
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the fresh thrombus organizes more rapidly and is 
not subjected to back-pressure. 
Joun J. Matoney, M.D. 


Howard, N. J., Jackson, C. R., and Mahon, E. J.: 
Recurrence of Varicose Veins Following In- 
jection: A Study of the Pathological Nature 
of the Recurrence and a Critical Survey of the 
Injection Method. Arch. Surg., 1931, xxii, 353. 


Of sixty-six patients treated for varicose veins by 
the injection of 20 per cent sodium chloride, the 
authors were able to re-examine forty-nine a year or 
more after the treatment. Forty-eight of the forty- 
nine re-examined showed recurrence. Four others 
are known to have had an early recurrence but could 
not be located after a year. The incidence of re- 
currence was 79 per cent in the cases of all patients 
treated and 98 per cent in the cases of those followed 
for a year or more. 

Recurrence of veins thrombosed by injection was 
found to take place by recanalization, a natural 
pathological response to thrombosis. 

The authors believe that, especially in the presence 
of incompetent saphenous or perforating valves, in- 
terruption of the continuity of the vein by excision 
isessential for more permanent results. They suggest 
indications for the combination of excision with 
injection. SAMUEL Kaun, M.D. 


Kern, H. M.: A Solution of Dextrose and Sodium 
Chloride for Obliterating Varicose Veins. Ann. 
Surg., 1931, xciii, 697. 

Experimental injections of solutions were made 
into the external jugular veins of 28 dogs. In no 
case was there migration of the resulting thrombus. 

The author discusses the value of a solution of 
dextrose (50 per cent) and sodium chloride (30 per 
cent) in the injection treatment of varicose veins. 
He describes in detail the preparation of the solu- 
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tion, the mixing dosage, and the technique of injec- 
tion. 

In 464 cases in which dextrose-sodium chloride 
solution was used almost exclusively and the treat- 
ment was completed, there were only 2 complica- 
tions of any consequence after the injection. A care- 
ful follow-up of 100 of the patients showed the in- 
cidence of recurrence of the varices to be to per 
cent. In 7 per cent, the recurrence was only partial. 
Recurrences develop early and are usually attrib- 
utable to incomplete thrombosis. 

SAMUEL KAun, M.D. 


Bernheim, B. M.: Arteriovenous Anastomosis: 
Follow-Up After Eighteen Years of ‘‘Successful 
Reversal of the Circulation in All Four Ex- 
tremities of the Same Individual.”” J. Am. M. 
ASS., 1931, XCvi, 1296. 

The author reports the case of a woman in whom 
arteriovenous anastomoses were done for gangrene 
of all four extremities due to early Raynaud’s 
disease eighteen years previously. In one extremity 
an end-to-end anastomosis with ligation of the 
proximal end of the vein was done. The operations 
were followed by reversal of the circulation and 
cessation of the spread of the gangrene. The pa- 
tient continued to have pain in the extremities, but 
this was controlled by morphine. Sixteen years 
after the original operations the pain increased and 
she developed gangrene of several toes on each foot 
and of a finger on the right hand. 

At present her general condition is excellent in 
every -espect except that she still has some pain 
in the extremities. The heart is not enlarged. The 
systolic blood pressure is 100. 

The author concludes from this case that arterio- 
venous anastomosis should be considered in the 
treatment of certain vascular disorders. 

SAMUEL PErRLow, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Cope, V. Z., Fleming, A., Mitchiner, P. H., Benians, 
a: C., and Others: Discussion on the 
Indications for, and the Value of the Intra- 
venous Use of Germicides. Proc. Roy. Soc. Med., 
Lond., 1931, xxiv, 805. 


Cope defines germs as pathological micro- 
organisms, and germicides as any substances of 
known and fixed chemical composition which will 
kill germs either directly, when brought into contact 
with them, or indirectly, by unfavorably affecting 
their environment in the body. 

Micro-organisms may be of animal or vegetable 
nature, i.e., protozoa or bacteria. The best results 
from the intravenous injection of a germicide have 
been obtained in the use of arsenic compounds in 
spirochetal and trypanosome disease, antimony 
compounds in infections with Leishman-Donovan 
bodies, emetine in infections due to the entamceba 
histolytica and quinine compounds in malaria. The 
intravenous use of emetine and quinine compounds 
is necessary only in urgent cases. Recent investiga- 
tion has shown that, in vitro, a solution of 1:5,000,000 
of emetine in a simple liquid medium is lethal for all 
strains of entameeba histolytica. 


In anthrax, salvarsan has been employed. Cope 
believes there is experimental and clinical support 


for this treatment. In infections with the pneu- 
mococcus produced in mice, Morgenroth was able 
to save 50 per cent of the animals by injections of 
optochin. In clinical cases, however, the use of 
optochin has been abandoned because it sometimes 
causes blindness and it does not cure the infection. 
In leprosy, remarkable results have followed the 
intravenous injection of the sodium salts and the 
ethyl esters of hydnocarpic and chaulmoogric 
acid. These drugs should be considered indirect 
germicides. 

The last group of germicides considered by Cope 
are solutions of the hypochlorites. perchloride of 
mercury, mercurochrome, and various aniline 
dyes. According to Cope’s experience, the drugs 
most likely to be of benefit in septic infections are 
the arsphenamines. 

FLEMING cites Wright’s definition of germicide—a 
substance which will enter into destructive combi- 
nation with a microbe. To kill germs present in the 
circulating blood with a germicide it must be pos- 
sible, with safety, to obtain the proper concentra- 
tion of the drug in the blood and to maintain this 
concentration for a long enough period. 

In the evaluation of the results obtained by the 
injection of a chemical into the blood for the de- 
struction of germs, the normal germicidal power of 


the blood has been found of considerable importance, 
The direct germicidal power of a chemical in the 
blood can be tested on deleucocyted blood, which 
has no germicidal power. By such tests, Fleming 
found that eusol inhibits streptococci only in a 
concentration of 1:2. Therefore it would be necessary 
to inject 5 liters rather than the 150 c.cm. recom- 
mended. If monsol were employed on this basis, 
2 liters of a 1 per cent solution would be necessary, 
and if quinine hydrochloride were used, the con- 
centration required would necessitate the use of at 
least 80 gr. Mercurochrome in the concentration 
which is obtained with the usual dose has no power 
to prevent the growth of staphylococci when it is 
added to deleucocyted blood. Experiments with 
mercurochrome in a_ 1:6,000 concentration in 
deleucocyted blood showed a free growth of bacteria 
while in normal blood without the addition of 
mercurochrome these bacteria did not survive. With 
regard to flavine it was demonstrated that, even 
when the concentration is lethal to bacteria, the 
drug disappears from the blood so rapidly that the 
concentration cannot be maintained. 

Gentian violet, which has a powerful inhibitory 
effect on the growth of Gram-positive bacteria, is 
much the same in its action as flavine. Arsenical 
preparations of the neosalvarsan type, particularly 
novarsenobillon, can be injected intravenously in 
such quantities that, when diluted in the blood, a 
concentration lethal to the hemolytic streptococcus 
can be reached. However, it takes six hours to 
effect the destruction of the streptococci, and the 
concentration cannot be maintained in the blood 
stream for that length of time. Colebrook was able 
to obtain a bactericidal action on hemolytic strep- 
tococci by subcutaneous injections of metarseno- 
billon. The organic arsenical preparations are the 
only ones which can act as germicides in the circulat- 
ing blood and are destructive to the h«molytic 
streptococci. They are ineffective against other 
streptococci. Fleming distinguishes three stages of 
concentration of the antiseptic as regards its action 
on bacteria in the blood: 

1. An indifferent stage, in which there is no 
action on either the bacteria or the leucocytes. 

2. An anti-leucocytic stage, in which the leuco- 
cytes are damaged or destroyed, the bacteria are 
unaffected, and a more copious growth of bacteria 
results. 

3. An antiseptic stage, in which the leucocytes 
are destroyed and the bacteria are killed or inhibited. 

Fleming next considers the indirect germicidal 
action of drugs injected into the blood stream. He 
has found that a hypertonic solution of sodium 
chloride increases the germicidal power of blood. 
When a small dose of hypertonic salt solution (50 
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ccm. of a 10 per cent solution) is used, there is 
a slight or no preliminary drop in the germicidal 
power, but when a large dose is given there is a 
definite negative phase which lasts for perhaps an 
hour and is followed by a great increase in the 
germicidal power lasting for several hours. Fleming 
concludes that the non-specific rise in the germicidal 
power induced by certain chemicals which are toxic 
is just as effectively induced by salt. 

Mercuric compounds have a specific action on 
hemolytic streptococci, rendering them more 
susceptible to the normal antibacterial agencies of 
human blood. 

MITCHINER states that most patients with 
septicemia who are treated by the intravenous 
injection of a germicide are harmed rather than 
benefited thereby. He believes that staphylococcal 
septicemia is more apt to be fatal than streptococcal 
septicemia. He states that the clinical indications 
for the intravenous injection of a germicide is the 
failure of the patient to react to general measures— 
the absence of leucocytosis. 

Following a review of the work of others, Mitchiner 
discusses the intravenous treatment of puerperal 
sepsis. He regards it as of doubtful value. 

BENIANS believes that the value of an intravenous 
germicide must be determined from clinical use. 

GARROD says that four investigators besides him- 
self have found solutions of mercurochrome in 
strengths between 1:50 and 1:400 to be ineffective 
against the staphylococcus aureus. This is con- 
trary to the findings of Young, White, and Swartz. 

FinDLay states that the more highly differenti- 
ated parasites are most easily destroyed by chemical 
agents in the blood stream. He believes that 
chemotherapeutic drugs will be found which will 
stimulate the formation of immune bodies in bac- 
terial disease. 

BURNFORD calls attention to the focus of infection 
and its part in producing a continuous supply of 
bacteria to the blood stream. He believes that the 
clinical aspect of blood-stream infection is of greater 
importance than the findings of laboratory experi- 
ments. W. N. Row.ey, M.D. 


Westerborn, A.: Trendelenburg’s Operation for 
Embolism. Ann. Surg., 1931, xciii, 
10. 


This is a report of another case in which embolec- 
tomy was done successfully at the surgical clinic 
of the University Hospital of Uppsala, Sweden. 

The patient had been in the hospital several days 
with cholecystitis and had been subjected to chole- 
cystectomy. During the first five days after the 
operation her general condition had improved, but 
she continued to have a fever of from 38 to 38.4 
degrees C. In this interval she showed no symptoms 
of thrombosis. On the fifth day she complained of 
queer sensations in her left leg—‘‘as though some- 
thing were running in the leg.” A few minutes later 
she became cyanotic, unconscious, and pulseless. 
The nurse made a diagnosis of pulmonary embolism 
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and immediately sent her to the operating room. 
The time between the onset of the symptoms and 
the beginning of operation was not over four minutes. 

The operation was performed without anesthesia. 
The second and third ribs were resected and an 
accidental injury to the pleura was closed with a 
tampon. The pericardium was opened, a rubber 
tube placed around the aorta and pulmonary artery 
for traction and control of bleeding, and an incision 
from to to 12 mm. long made in the pulmonary 
artery. A large embolus was extracted from each 
branch of the artery. No other embolus was found, 
and no thrombotic mass could be withdrawn by 
suction. The wound wasclosed with a clamp and the 
traction released. 

The heart showed only fibrillar contractions when 
it was first seen and was absolutely still when the 
traction was released. Adrenalin injected into the 
aorta caused quick restoration of the normal con- 
traction. The wound in the artery was closed, the 
pericardium sutured, the accidental pleural wound 
closed, and the skin sutured. 

Improvement began immediately upon relief of 
the obstruction, but the patient did not regain 
consciousness until she was back in bed with the 
foot of the bed elevated. Total blindness persisted 
for two hours. Difficulty in breathing was relieved 
by aspiration of air from the left pleural cavity. 
The patient’s condition was good all night, but it 
became acutely worse at 6 a.m., and death occurred 
at 7:50 a.m. 

Autopsy showed a large embolus in the right 
branch of the pulmonary artery which was some- 
what adherent to the wall of the vessel and throm- 
bosis of both femoral veins. 

‘The greatest technical difficulty encountered in 
the operation is the avoidance of injury to the pleura, 
but in an emergency. such as this it is more important 
to relieve the obstruction to the circulation as 
rapidly as possible. The success of the operation in 
the case reported was due to the immediate diagnosis 
made by the nurse’ »nd the fact that the operation 
could be performed at once because the necessary 
instruments were in readiness for such an emergency. 

There is always grave danger of new emboli, but 
the danger is less in cases in which the entire throm- 
bus is detached at once. The possibility of new 
emboli must be recognized when the postoperative 
prognosis is considered. E. S. Pratt, M.D. 


Picot, G.: The Réle of Coagulation of the Blood in 
the Pathogenesis of Postoperative Phlebitis 
and Embolism (Du réle de la coagulation sanguine 
dans la pathogénie des phlébites et des embolies 
post-opératoires). Bull. et. mém. Soc. nat. de. chir., 
1931, lvii, 281. 

In 1925, Bloch, struck by the frequency of phlebi- 
tis after hysterectomy for fibroma, studied the blood 
coagulation before the operation. During the last 
two years Picot has never performed an operation 
without previously investigating the blood coagula- 
tion and bringing it to normal. As indicated by the 
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method he used, the normal coagulation time varies 
between seventeen and eighteen minutes. 

After a surgical operation there are often varia- 
tions in the blood coagulation. Subjects with an 
exaggerated coagulation are especially apt to develop 
phlebitis. A coagulation time which has been 
brought to normal by medication usually returns to 
its first figure as soon as the action of the drug 
ceases. 

Hysterectomy for fibroma is the operation which 
most favors phlebitis. Phlebitis occurs most fre- 
quently in women who are anemic as the result of 
severe hemorrhages. Such women have a particu- 
larly rapid coagulation. Picot has observed the same 
exaggerated coagulation in all patients who have had 
large or repeated hemorrhages from such conditions 
as duodenal ulcer and hemorrhoids. 

The observation of several cases has convinced the 
author that there is a relation between spontaneous 
embolism and retardation of coagulation. He has 
therefore come to fear phlebitis when the coagulation 
is too rapid and embolism when it is too slow. How- 
ever, this formula is not absolute. 

The investigations of Govaertz, reported to the 
Congress of Warsaw, showed that the thrombus is 
composed of a white thrombus below and a red 
thrombus above. The white thrombus is formed 
chiefly by agglutination of the platelets, and the 
red thrombus by a blood coagulum similar to the 
ordinary clot. There is a close relationship between 
coagulation, the number of platelets, and the agglu- 
tination of the platelets. Hayem and Barrier showed 
that the plasma of the horse coagulates more quickly 
the larger the number of hematoblasts it contains. 
LeSourd and Pagniez greatly accelerated the coagu- 
lation by adding platelets to the plasma. However, 
it is clearly evident from these investigations that 
the agglutination of the platelets forms a compact 
and adherent mass only if the platelets have under- 
gone a sort of transformation which has homogenized 
them, a “viscous metamorphosis.” In blood which 
has become incoagulable this metamorphosis occurs 
only if there is infection. Therefore it is possible 
that, in the absence of infection, it is produced only 
incompletely or defectively when the blood is only 
hypocoagulable. It is permissible to assume that 
under such conditions the white thrombus, which is 
only slightly adherent, disintegrates and, drawing 
along the red thrombus which is never very adherent, 
determines a massive embolism. 

On the other hand, coagulation plays an important 
role in the formation of the red thrombus, and it is 
conceivable that, when the blood is hypercoagulable, 
the red thrombus may reach dimensions causing 
extensive vascular obliteration which favors ex- 
tension of the thrombosis. It may be assumed that 
the fragments of the latter, in disintegrating, become 
mobilized. This would explain the embolisms occur- 
ring in the course of phlebitis which are rarely 
massive. 

Picot uses injections of “chloro-calcion” and 
“‘arhema’”’ pectine to hasten coagulation, and injec- 
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tions of acid sodium citrate to retard it. The reduction 
of a twenty-five minute coagulation time to eighteen 
minutes usually requires four or five days. Of 167 
cases in which Picot performed a total or subtotal 
hysterectomy (in 99 for fibroma) embolism occurred 


-in only 1 and phlebitis in none. The case with 


embolism is reported. Embolism occurred only once 
also in 295 cases of acute, subacute, or chronic 
appendicitis. The case of embolism in this group was 
that of an aged and obese woman who had 3 attacks 
in a few weeks and whose coagulation time at first 
was twenty-four minutes. In 308 cases in which 
surgery of the stomach, bladder, prostate, or intes- 
tines was done the only accident occurred in a man 
with hernia and appendicitis. Many of the patients 
had had phlebitis previously and before operation 
showed marked hypercoagulation. Pace, 


ANZSTHESIA 


Gaza, von: The Action of Anesthetics in Different 
Solvents (Die Wirkung der Anaesthetica in ver- 
schiedenen Loesungsmitteln). Zentralbl. f. Chir., 
1930, p. 2885. 

Lipoid therapy (Meyer and Overton) which has 
brought to light some relationships between the 
action of local and general anesthetics and their 
solubility in water and fatty substances led to a 
series of experiments in which various anesthetics in 
oily solutions and emulsions were employed. (o- 
caine and novocain were dissolved in olive oil, cod 
liver oil, and human oil in different concentrations. 
Experiments with novocain in oil were possible only 
when the basic salt of the anesthetic was employed. 

It was found that a weak solution of novocain in 
oil was not anesthetic. Only with a 2 per cent 
strength did the solutions of novocain and of tropo- 
cocaine exert an anesthetic effect. The explanation 
is that the oily solution injected into the skin holds 
the novocain very firmly and releases it very slowly 
to the surrounding watery fluids. The duration of 
the anesthetic effect of these solutions is unusually 
long (forty-eight hours). Kort (Z). 


Thomson, H. T.: Spinal Anesthesia. Edinburgh 1. 
J., 1931, XXXviil, 49. 

The author has used percaine anesthesia in 27 
operations on the upper abdomen and 37 operations 
on the lower abdomen. In 2 cases it failed partially, 
and in 2 it failed completely. Failures are due to 
errors of technique. The method is advantageous 
when an inhalation anesthetic is contra-indicated. 
In most cases in which it is employed the operation 
is facilitated and there are no postoperative com- 
plications. Its dangers are vasomotor paralysis, 
interference with respiration, toxemia from ab- 
sorption of the drug into the circulation, and cardiac 
failure from over-stimulation of a diseased myo- 
cardium. In the cases of certain patients it is 
undesirable because consciousness is not lost and a 
psychic disturbance may result. 

Percaine is a derivative of quininoline. It has a 
prolonged action, but is free from irritating eflects. 
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It is 10 times stronger than cocaine and 20 times 
stronger than novocain. A solution of 1 part of 
percaine in 1,500 parts of a o.5 per cent saline 
solution has a specific gravity of 1.003. As this is 
lower than the specific gravity of cerebrospinal 
fluid, the direction of gravitational diffusion can be 
determined. In injecting the percaine the aim is to 
bathe the anterior and posterior roots. The amount 
used is dependent on the length of the spine and 
the height of the anesthesia desired. 

After slow injection of the anesthetic the patient 
is placed in the prone position with a slight Tren- 
delenburg tilt for ten minutes and then changed to 
the supine position. In this way the posterior and 
anterior roots are well bathed with the anesthetic. 
At least fifteen minutes should elapse before the 
operation is begun. If the blood pressure falls, 
1 gr. of ephedrine is given. In the author’s cases 
serious respiratory disturbances were avoided by 
care to prevent involvement of the origin of the 
phrenic nerves by the anesthetic. Pre-operative 
medication with barbital will control anxiety. In 
the author’s cases there were no deaths attributable 
to the anesthetic. 

In the discussion of this report, FRASER stated 
that he agreed with Thomson’s conclusions. 

GRAHAM said that in the 161 cases of abdominal 
conditions in which he had used spinocaine an- 
esthesia, the results were satisfactory in 75 per 
cent. The best results were obtained in operations 
on the lower part of the abdomen. In gastric con- 
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ditions the anesthesia did not seem to give sufficient 
relaxation for careful examination; handling of the 
stomach was apt to cause pain, nausea, and retching. 

Brown discussed the use of spinal anesthesia 
induced with spinocaine especially in operations on 
the lower part of the abdomen. He believes this 
type of anesthesia is of definite value for patients 
with acute intestinal obstruction, a large ventral 
hernia, or prostatic enlargement who are poor sur- 
gical risks. 

CHIENE reviewed the history of the development 
of this type of anesthesia. 

STURROCK stated that he had employed spinocaine 
in 47 cases, in 70 per cent of which an operation 
was performed on the lower abdomen. The results 
have led him to continue its use. 

STUART reported that he had used tropacocaine 
for several years with success, but believes ‘it is 
contra-indicated when initial shock is present. 

RUSSELL called attention to the cranial nerve 
paralysis which may occasionally follow spinal 
anesthesia. 

WabDE stated that he now uses nembutol com- 
bined with stovaine intraspinally and has found it 
satisfactory. 

JOHNSTONE said that he had never been en- 
thusiastic regarding spinal anesthesia, but had 
recently employed it successfully in 21 operations. 

MIDDLETON reported that he favored spinal 
anesthesia for cases of intussusception in children. 

GeorGE R. McAututrr, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Bagliani, M.: The Roentgenological Diagnosis of 
Carcinomatous Metastases of the Lungs (Diag- 
nosi radiologica delle metastasi carcinomatose del 
pulmone). Radiol. med., 1931, xviii, 214. 


The author made a roentgen study of eighteen 
cases of carcinomatous metastases in the lungs. He 
observed that nodular metastases were more fre- 
quent than metastases of the infiltrative type. The 
nodular forms later became infiltrative, but the 
primarily infiltrative forms remained unchanged and 
were never associated with discrete localized nodules. 
Infiltrative lesions progressed more rapidly than nod- 
ular and were often associated with pleurisy. 

Both types of metastases were most common in 
the bases of the lung fields; areas above the hilus 
were rarely involved. 

Under roentgen therapy with massive doses the 
metastases decreased in size more slowly than simi- 
larly treated sarcomatous metastases. 

Peter A. Rost, M.D. 


RADIUM 


Mottram, J. C.: Experiments on the Susceptibility 
of Tumors and Tumor Cells to Irradiation. 
Acta radiol., 1931, xii, 1. 

In the studies reported by the author, tumor cells 
of rapidly and slowly growing sarcomata and car- 
cinomata showed no decided differences in suscepti- 
bility to beta or gamma irradiation from radium, and 
the skin of the embryo rat showed approximately the 
same susceptibility to gamma irradiation. The au- 
thor concludes that the wide differences in suscepti- 
bility found experimentally when tumors are irradi- 
ated in vivo must be due to the effect of the irradia- 
tion on the living tissues outside the cells. From 
previous findings he concluded that the action on 
the vascular supply is an important factor in the 
differences found when irradiation is applied in vivo. 


Spear, F. G.: Immediate and Delayed Effects of 
Radium (Gamma Rays) on Tissue Cultures in 
Vitro. Brit. J. Radiol., 1931, iv, 146. 


The author reports the findings of a microscopic 
study of tissue cultures subjected to radium irradia- 
tion in a hanging drop. He describes in detail the 
methods by which the cultures were obtained, the 
technique of Carrel by which they were maintained 
in the hanging drop so that the radium could be 
applied while they were under microscopic observa- 
tion, the technique by which they were grown and 
subdivided, and the manner in which the number 
of cells in mitosis per culture was recorded. The 
quantitative effect of external influences was deter- 
mined most conveniently from the number of mitotic 


cells in the cultures, but it was necessary to make the 
observations between the twentieth and fortieth 
hour after subcultivation. 

The findings are not considered completely appli- 
able to cells 22 vivo, but are believed to be indicative 
of fundamental principles of great importance. 

The materials and methods used are described and 
illustrated. The principal procedure was the applica- 
ction of radium to the cultures in an apparatus of 
special design. The screen employed was 0.5 mm. of 
platinum. Control cultures were always main- 
tained. In one series of experiments the cultures 
were exposed to 100 mgm., and in another to 300 
mgm. of radium for lengths of time varying from 
one and one-half minutes to seven and one-half 
hours. The percentage variation in the mitotic 
cells as compared with the controls was plotted in 
curves for the various time exposures in each series, 

Exposure for two and one-half minutes to 100 
mgm. of radium resulted in a decrease in the number 
of cells in mitosis followed by an increase which 
almost exactly compensated for the initial decrease. 
Exposures of one and one-half minutes were below 
the required threshold of effect. Three hundred 
milligrams produced a greater effect with the same 
intensity (900 mgm.-min.) than 100 mgm. used for 
the same number of milligram-minutes. 

To obtain the delayed lethal effect of radium, cul- 
tures were exposed for from three to twenty-four 
hours to 100 mgm. of radium in one series and to 300 
mgm. of radium in another series. The results are 
summarized in tables. To determine the indirect 
action of radium upon the cells, four cultures were 
grown in media which had been previously exposed 
to 300 mgm. of radium. The results were entirely 
negative. In this experiment again it was found that 
1,800 mgm.-hrs. delivered with 300 mgm. of radium 
for six hours produced a lethal effect six days earlier 
than 1,800 mgm.-hrs. delivered with 100 mgm. for 
eighteen hours. When mitosis was no longer ob- 
served in cultures upon repeated examinations, the 
cultures died from ten to fourteen days after the last 
dividing cell was seen. However, a few cultures 
which were subcultivated twenty times became as 
active and healthy as the controls after irradiation 
considered to be lethal. ; 

The conclusion is drawn that with gamma irradia- 
tion the maximum diminution in mitosis occurs 
about eighty minutes after completion of the irradia- 
tion. Gamma irradiation is capable of causing a 
delayed lethal effect on tissue cultures in vitro, the 
period of survival before death depending upon the 
dose of irradiation. The greater the quantity of 
radium used, the more marked are both the tem- 
porary effect and the delayed effect on mitosis. 

A. James Lark1y, M. D. 
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MISCELLANEOUS 


Pemberton, R.: The Use of Massage in Internal 
Medicine. J. Am. M. Ass., 1931, xcvi, 1777. 


While the influence of a single treatment by 
massage is very slight, the cumulative effect of many 
treatments is unmistakable. Massage finds its chief 
indications in the treatment of the results of trauma 
and various chronic conditions. In arthritis of either 
the atrophic or hypertrophic type recovery can sel- 
dom be expected without it. The chief purposes for 
which massage is used are: (1) improvement or 
maintenance of adequate circulation and drainage 
in the neighborhood of involved joints, (2) improve- 
ment or correction of faulty physiological processes 
in the soft structures, especially the muscles, and 
(3) compensation for muscular inactivity due to 
local or systemic disability from arthritis or the 
rheumatoid syndrome. 
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The technique advocated for arthritis is stroking 
and gentle compression. Care must be taken not 
to add trauma to the disease process present; there- 
fore pinching and squeezing are contra-indicated. 
The massage should be applied chiefly to the tissues 
which surround the site of the arthritic involvement. 
Only very light stroking should be done over the 
joint. 

In the author’s opinion, the value of massage in 
circulatory disturbances has not received proper rec- 
ognition in America. While massage is not a spe- 
cific in these conditions, it is a valuable adjunct to 
rest and digitalis. 

In conclusion Pemberton advocates massage in 
any condition without acute or serious complications 
which requires a long period of rest in bed. He 
believes that this procedure will in a measure com- 
pensate for the forced inactivity. 

GERTRUDE BEARD. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Galvjalo, M., and Vasjutockin: The Method of 
Studying the Acid-Alkali Balance. Also a 
Description of Its Changes (Zur Methodik des 
Studiums des Saeure-Alkali-Gleichgewichts, zugleich 
eine Charakteristik seiner Veraenderungen). Vestnik. 
Chir., 1930, lvi/lvii, 167. 


The importance of the study of the acid-alkali 
balance in modern clinical investigation is generally 
recognized. Maintenance of the normal concentra- 
tion of the H’ and OH’ ions appears to be the most 
important function of the organism for the regula- 
tion of its iso-ionism. Many clinical problems are 
considered from this standpoint, including the ques- 
tions of diabetic, postoperative, and nephritic 
acidosis and the acid-alkali balance in gastric ulcer 
and urinary lithiasis. As a rule, however, this 
balance is not studied thoroughly enough, the in- 
vestigation frequently being limited to the hydrogen- 
' jon concentration of the fluids of the organisms, its 
buffer systems, or certain aspects of the acid-alkali 
economy such, for example, as disturbances of the 
supply of ketone bodies, lactic acid, or phosphoric 
acid. 

A more thorough quantitative, causal classifica- 
tion of the acidoses and alkaloses coming to our 
attention appears to be absolutely necessary. The 
authors recommend the classification proposed by 
Blum and Delaville. In this classification, the 
acidoses are divided into the hyperacid (excess of 
acids), the hypo-alkaline (lack of bases), and the 
mixed hyperacid-hypoalkaline forms, and the alka- 
loses are divided into the hyperalkaline (excess of 
bases), the hypo-acid (lack of acids), and the mixed 
hyperalkaline-hypoacid forms. In addition, dif- 
ferent types of acidosis are differentiated according 
to the type of acid that is formed in excess; e.g., 
keto-acidosis with an excess of acetone bodies, 
lacto-acidosis with an excess of lactic acid, chloraci- 
dosis, and protein acidosis. Bigwood’s classification 
of acidoses and alkaloses according to their origin 
into those produced by gases (carbon dioxide) and 
non-gaseous bodies, and according to their severity, 
into compensated forms (in which the hydrogen- 
ion concentration of the blood remains normal) and 
decompensated forms (in which the hydrogen-ion 
concentration of the blood is altered) is also very 
important. 

Of the 3 main factors regulating the acid-alkali 
balance—the blood, lungs and kidneys—the authors 
discuss in this article only the renal factor. With 
many collaborators they analyzed the urine of 800 
patients. Altogether, about 5,000 analyses were 
made. In every specimen the hydrogen-ion con- 
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centration, the titratable acidity, the ammonia, 
the phosphoric acid, the sulphuric acid, the sodium 
chloride, and the organic acids were measured. The 
acid index of the urine is expressed as follows: 
Titrimetric acid in gm. HCI per 24 hours X NH3 in gm.per 24 hours 

pH ~ X100 

Numerically, this index varies normally between 
10 and 4o. Urines with an index over 40 should be 
considered acidotic, and those with an index below 
10 alkalotic. The more acidotic the urine, the 
greater the index, and vice versa. In norma! urine 
the total amount of acid present, expressed in liters 
of a decinormal acid, varies between 3.5 and 5.1 
liters. When it is more than 5 liters, a hyperacidosis 
is present, and when it is less than 3.5 liters, a hypo- 
acidosis is present. When every acid is measured 
separately, the quantitative relationships of the 
existing acidosis may also be determined. 

Of the 180 acidotic urines studied by the authors, 
71 (46 per cent) were hyperacid (total acidity 
greater than 5 liters of a decinormal acid) and 85 
(54 per cent) were hypo-alkaline (total acidity less 
than 3.5 liters of a decinormal acid). The hyper- 
acid form appears to be typical of diabetes mellitus, 
and the hypo-alkaline form typical of the acute 
inflammatory processes. The authors were unable 
to find any hyperalkaline urine because the condi- 
tions with which it is associated, namely, intestinal 
stases, were not present in their material. 

The following conclusions are drawn: 

A quantitative study of the acidoses and alkaloses 
appears to be indispensable to modern clinical in- 
vestigation. Such a study is best made by estimat- 
ing the balance of the bases and acids in the blood 
and urine. It is of great importance for the deter- 
mination of the origin of diseases and for rational 
treatment in cases in which alkalosis or acidosis 
must be combated. N. Petrov (Z). 


Young, M., and Turnbull, H. M.: An Analysis of 
the Data Collected by the Status Lymphaticus 
Investigation Committee. J. Path. & Bacteriol., 
1931, XXXiV, 213. 

The data on which this report is based were col- 
lected by the Medical Research Council and the 
Pathological Society of Great Britain and Ireland. 
The special objects of the investigation were prima- 
rily to determine by a large series of weights and 
measurements the standard weight of the normal 
thymus in relation to age and body weight, and to 
investigate closely the cause of sudden death in cases 
in which the only apparent abnormality is the pres- 
ence of a large thymus. The results seem to warrant 
the following conclusions: 

The average weight of the normal thymus from the 
age of one year upward may be considered definitely 
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established within narrow limits since, with one or 
two possible exceptions, they were in close accord- 
ance with the figures based on fairly adequate data 
which have been published in recent years by other 
observers. 

The average relation of the weight of the thymus 
to the body weight from the age of one year upward 
also appears to be well established as it was in close 
agreement with the ratios found in the data of Brat- 
ton and Hammar. 

The mean absolute weight of the thymus and the 
mean ratio of the thymic weight to the body weight 
up to the age of one year sensibly exceeded the cor- 
responding values based on data from the London 
Hospital which were published by Greenwood and 
Woods and by Bratton, respectively, but were not 
numerically adequate to warrant emphasis on the 
differences observed. 

There was no evidence in the relatively few data 
available that acute diseases of short duration, i.e., 
under three days, reduce the average weight of the 
thymus to an appreciable degree. 

An abnormally large thymus in itself cannot be 
considered indicative of status thymicolymphaticus 
when no obvious cause of death is found at autopsy. 
In the series of normal cases under investigation a 
thymus which could be considered abnormally large 
for the age was found in twenty subjects, ten of 
whom were under, and ten of whom were over, six- 
teen years of age, but in only four cases, in which the 
death was attributed to anesthesia or shock, could 
any special liability to death be assumed to have 
existed or could the cause of death be regarded as 
inadequately explained. 

It is impossible to judge the importance of anzs- 
thetics or shock as causes of death because their effects 
cannot be measured in the dead body. The cases in 
which death was attributed to anesthetics or shock 
are therefore most important. Among the cases 
studied there were twenty-three of this type. Of the 
four in which the thymus could be considered ab- 
normally large for the age, a major operation had 
been performed in one and purulent bronchitis, dila- 
tation of the right ventricle, and hypertrophy of the 
left ventricle were found at autopsy in another. In 
two, the conditions were similar to those in other 
cases in which the thymus was not unusually large. 

Though there has been some divergence of opinion 
in the interpretation of the term “encirclement of 
the trachea” by the thymus, this condition appears 
to be comparatively rare and is not necessarily asso- 
ciated with a thymus exceeding the average weight. 

In the cases of normal subjects up to the age of 
sixteen years there appeared to be little if any asso- 
ciation between the weight of the thymus and the 
amount of lymphoid tissue in the various parts of 
the body insofar as this amount could be determined 
by volumetric measurements of the faucial and lin- 
gual tonsils, selected lymph glands from certain 
sites, and Pever’s patches. 

The relatively few data available showed no defi- 
nite evidence of a concomitant general hyperplasia 
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of the lymphoid structures in the cases of abnormally 
large thymus. 

The amounts of lymphoid tissue in the several 
parts of the body, insofar as they may be represented 
by the selected criteria, seemed to show practically 
no association with one another to which any signifi- 
cance can be attached. 

In the series of subjects with Graves’ disease there 
was evidence that the average gross weight of the 
thymus was distinctly above the normal. This ob- 
servation confirms the more or less generally accepted 
theory based on naked-eye observation that the thy- 
mus is almost always abnormally large in Graves’ 
disease. Though the relatively few data available 
do not warrant definite conclusions, they suggest 
strongly that the percentage proportion of glandular 
tissue in the thymus is above the normal, but that 
there is no definite general hyperplasia of lymphoid 
structures in this affection. 

In the cases studied there was no evidence of an 
association between arterial hypoplasia and an ab- 
normally large thymus. 

The relatively few data with regard to feminism 
in males as indicated by a female type of distribution 
of the pubic hair did not suggest that the weight of 
the thymus is abnormal when this feature is present. 

In the opinion of the Committee the facts elicited 
in this inquiry agree with those reported by Ham- 
mar in 1926 and 1927 and those reported by Green- 
wood and Woods in 1927 in affording no evidence 
that so-called status thymicolymphaticus is a patho- 
logical entity. Jacos M. Mora, M.D. 


Toomey, J. A., and Freedlander, S. O.: Further 
Experiences with Non-Specific Local Cutaneous 
Immunity to Staphylococcus Aureus. Local 
Non-Specific Protection. J. Exper. M., 1931, 
liii, 363. 

In a previous article, Toomey and Freedlander 
reported experiments on guinea pigs in which they 
found that plain broth compresses exerted a pro- 
tective influence against lethal subcutaneous in- 
jections of staphylococcus aureus. In this article 
they report experiments in which they noted that 
plain water, dry compresses, and saline compresses 
were only slightly protective. Normal horse serum 
and Liebig’s meat extract protected with about the 
same efficiency as broth compresses, but mustard 
plasters and peptone were less protective. The 
authors believe that specific filtrates (Besredka) are 
no more effective than broth, and that the local 
protection in their experiments was of a non- 
specific nature. M. HERBERT Barker, M.D. 


Dameshek, W., and Ingall, M.: Agranulocytosis 
(Malignant Neutropenia). A Report of Nine 
Cases, Two with Recovery. Am. J. M. Sc., 1931, 
clxxxi, 502. 


As in many cases of agranulocytosis there is no 
angina, the authors advocate the adoption of Schil- 
ling’s term “malignant neutropenia’ to designate 
the condition in place of the term “angina agran- 
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ulocytica.”” Of the nine cases they report, only four 
presented the syndrome described by Schultz. 

In the typical case of agranulocytosis the diagnosis 
is relatively easy as the syndrome is now fairly well 
known. The condition should be suspected when a 
middle-aged person develops sore throat accom- 
panied by chills, a high fever, and ulceration followed 
by membrane formation. In such a case it should be 
suspected especially if the fever and toxemic symp- 
toms are out of all proportion to the amount of 
ulceration and membrane formation. Acute fol- 
licular tonsillitis, streptococcic sore throat, Vincent’s 
angina, and diphtheria must be ruled out. Except 
in rare cases of streptococcus hemolyticus sep- 
ticemia with sore throat, in which there are at least 
85 per cent of polymorphonuclears, none of these 
conditions causes a leucopenia. 

The diagnosis would be made more frequently if 
a white blood-cell count were carried out more 
routinely in suspected cases. The chief laboratory 
finding is the marked leucopenia, which is due to 
the disappearance of granulocytes (polymorpho- 
nuclear cells). At first, the lymphocytes may be 
present in their normal absolute numbers, but as the 
disease progresses they become greatly reduced as 
the result of a marked depression in the lymphoid 
and reticulo-endothelial tissue as well as in the 
granulocytic tissue. In mild cases, the count may 
gradually fall to 1,000 per cubic millimeter. 

As a rule, the red cell count is only slightly af- 
fected, but if the illness lasts more than the usual ten 
days it may fall to fairly low limits. In one of the 
cases reported it fell to 1.5 million. The color index 


is less than 1, and of the secondary anemia type. 
The blood platelets are reduced only when the 
disease is of long duration. 

In one of the cases reported by the authors, biopsy 
of the bone marrow of the sternum was normal. In 
another, the smear showed complete absence of both 
myelocytes and polymorphonuclear cells but nu- 


merous erythroblastic cells. The marrow is usu- 
ally red and normal in erythrocyte and platelet- 
forming elements, but deficient in granulocytes. 

In a case without angina but with fever of more 
or less long duration, the diagnosis is more difficult, 
but can be made by frequent white blood-cell and 
differential counts. In typhoid and influenza, the 
white cells rarely fall below 4,000 and the poly- 
morphonuclears seldom fall below 25 per cent. 
Generalized tuberculosis, pneumonia, streptococcic 
septicemia, and lymphoblastoma must be ruled 
out. In acute leucopenic lymphatic leukemia the 
bone marrow is crowded with lymphoid cells. In 
aplastic anemia, the marrow is yellow, completely 
aplastic, and barren of red cells, white cells, and 
megakaryocytes. The blood picture is therefore char- 
acterized by a rapidly advancing anemia of the hy- 
perchromic type and a marked reduction in the 
platelets resulting in more or less marked hemor- 
rhage. In agranulocytosis, bleeding is rare. 

Ninety per cent of cases of malignant neutro- 
penia have proved fatal. Recovery is believed to be 
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spontaneous, and can be expected only in mild 
cases. 

Rational methods of therapy include repeated 
transfusions to add polymorphonuclear cells to the 
blood, and foreign protein therapy to stimulate. the 
reticulo-endothelial system. It is possible that 
roentgen irradiation over the long bones may stim- 
ulate a yellow inactive marrow to become red and 
active. 

The authors believe that malignant neutropenia 
is primarily the result of an abnormal reaction of 
the bone marrow to severe sepsis. 

Maurice Meyers, M.D. 


Harkins, H. N.: Granulocytopznia and Agranulo- 
cytic Angina with Recovery: Report of Eight 
Cases with Four Recoveries. Arch. Int. Med., 
1931, xlvii, 408. 

In 4 of the 8 cases reported by Harkins. the con- 
dition appeared to be a true agranulocytic angina. 
Three of the 4 recoveries occurred in this group. 
The onset of agranulocytic angina is sometimes 
preceded by a mild granulocytopenia. In 4 pre- 
viously reported cases of the disease death occurred 
from a second attack. The author suggests that the 
condition may be due to a constitutional defect in 
the bone marrow. In 2 of the cases in which re- 
covery resulted, liver extract was used. In the 150 
cases of agranulocytic angina which have been re- 
ported to date, the mortality was 82 per cent. 

Jacos M. Mora, 


Lumsden, T.: Tumor Immunity. Am. J. Cancer, 
1931, XV, 563. 

This is a comprehensive report of the author's 
long and extensive studies of tumor immunity 
carried on at the London Hospital. Lumsden de- 
scribes his method of tissue culture by which he has 
shown that animals are capable of forming anti- 
bodies which have a specifically lethal effect upon 
malignant tumor cells of any variety, but are non- 
toxic to normal cells. 

The response of any animal to the implantation of 
tumor cells consists in the interaction of two impor- 
tant mechanisms: (1) the defensive forces of the 
animal, which include a pre-existing general force 
(heterotoxins) and a specially trained reserve force 
(antibodies and leucocytes), and (2) the defensive 
force of the invading cells. Any fixed tissue cell 
which grows in any animal becomes protected more 
or less completely against all antibodies formed by 
that animal or by any animal of the same species. 

Investigating the effects of injecting antisera into 
tumors, Lumsden was able to cure Jensen rat 
sarcoma when the tumor was grafted into the foot, 
the circulation of the foot was shut off by constric- 
tion for several hours, and the antiserum was in- 
jected during the time the circulation was cut of. 
The cure produced an active immunity against 
inoculations of the tumor in all parts of the animal's 
body. Lumsden concludes that when gradual! re- 
gression of a foot tumor is caused by the injection 
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of antiserum into the neoplasm with simultaneous 
constriction, the absorption of antigenic material 
from the dying tumor induces active immunity 
against the tumor in the same way as a vaccine. 

Attempts to produce such an active immunity by 
the injection of attenuated tumor cells were not 
satisfactory. Drying, freezing, centrifugalizing, and 
alcohol or ether extraction produced either too little 
attenuation or carried the attenuation far enough to 
destroy the vitality of the tumor cells. Even when 
the animals were repeatedly vaccinated with mate- 
rial becoming progressively less attenuated, it was 
impossible to produce a satisfactory immunity. 

However, Lumsden succeeded in producing an 
effective autovaccine in the living animal by re- 
peatedly injecting formalin into the growing tumor. 
Animals cured by such autovaccination exhibited 
an immunity against subsequent test implants. 
Cure by autovaccine treatment of a large Jensen rat 
sarcoma or R. IX tumor of one flank was followed 
by regression of a small untreated tumor of the other 
flank. Excision or gross destruction by strong chemi- 
cal reagents had no such effect. Incomplete excision 
of an untreated virulent tumor was invariably 
followed by recurrence even if only a few cells were 
left behind, whereas, after formalin treatment, 
regression continued and went on to cure when a 
very large number of living cells or even some 
dividing cells were left after partial excision. In the 
case of certain tumors, e.g., M 63 and Twort’s 
mouse carcinoma, no effective degree of protection 
remained after excision, yet vaccine treatment, when 
successful, rendered the mouse immune. 


The autovaccine treatment was applied to spon- 
taneous tumors arising in mice from the inbred 
strain of tumor-bearing mice bred by Simpson at 
Buffalo. In three mice, cure of the original tumor 
was followed by regression of the test implantation. 

C. D. HAAGENSEN, M.D. 


Bonnet, L., and Bulliard, H.: Cancerization of 
Polyps (La cancérisation des polypes). Ann. d’anat. 
path., 1930, vii, 1039. 

The question is raised whether a polyp becomes 
cancerous because it contained latent malignant cells 
in its earliest stages or because a metaplasia of be- 
nign cells occurred. To throw light on this problem 
the authors review the literature on polyps of the 
bladder and uterus and report, with photomicro- 
graphs, three nasal and one uterine polyp. 

Bladder polyps have been well studied. Zucker- 
kandl, Lubarsch, and Steinhaus claim that if a polyp 
becomes malignant, careful examination of it in its 
earliest stages would have revealed atypical cells. 
On the other hand, Guyon, Legueu, and Marion 
— that cancer develops in benign bladder 
Polyps. 

Nasal polyps are classed as soft and hard. The 
soft polyps are common, inflammatory, and benign. 
The hard polyps are relatively rare; Eckert-Moebius 
was able to collect only sixty cases from the litera- 
ture. The hard polyps are histologically benign, but 
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present a striking tendency toward quick recurrence 
after excision and toward metaplasia of their cylin- 
drical cells to squamous cells or even epithelial pearls. 

The first nasal polyp described by the authors was 
of the soft type. At the periphery its structure 
was masked by inflammation, but at the base it was 
branching, typically papillomatous, and benign. 

The author’s second nasal polyp showed a benign 
papillary structure as a whole, but its fibrous axes 
were thin and its epithelium presented many layers. 
The surface cells were squamous and in places were 
cornified. Deeper cells represented transitions be- 
tween squamous and ciliated cylindrical nasal cells. 
The end of one bud showed desquamation, below 
which the epithelial cells were irregular in size. Some 
of the epithelial cells contained multiple nuclei, some 
contained nuclei of different shapes, and some were 
nucleated like giant cells. Mitoses, though rare else- 
where, were moderately numerous. The lesion was 
precancerous. 

The third specimen of nasal polyp was similar to 
the second. Cords and deep bays of cells invaded the 
tissue. The epithelial cells were large and showed 
large acidophilic nuclei. The stroma was filled with 
plasmocytes and Russell bodies, and mitoses were 
numerous. 

The authors’ specimen of uterine polyp showed 
signs of malignancy. Carcinoma in uterine polyps is 
rare and difficult to trace because of the variety of 
structures. Lahm reported a cervical erosion and 
regeneration showing both cylindrical cervical epi- 
thelium and squamous vaginal epithelium, but no 
definite area of malignancy. The authors cite three 
cases of malignancy in uterine polyps which have 
been reported in the literature. Their own specimen 
was an example of mucous polyp. The neoplasm was 
bordered by inflamed connective tissue and plaques 
of epithelium. The stroma was infiltrated with round 
cells and was cedematous and very vascular. There 
was marked proliferation of the covering epithelium 
about a gland the lumen of which was still apparent, 
but the mucous cells of which were limited to the 
region near the lumen or were absent altogether. 
Within this epithelial invasion there were pearl-like 
structures and numerous mitoses. The epithelium was 
largely squamous. 

The authors believe that malignant degeneration 
of polyps is due to metaplasia of the cells rather than 
to the presence of malignant cells within neoplasms 
in their early stages. They state that malignancy in 
polyps is not exceptional, but bladder polyps, which 
often become malignant, are in a class by themselves. 

Curtis NEtson, M.D. 


Sugiura, K.: A Further Study on the Influence of 
an Aqueous Extract of Suprarenal Cortex on 
the Growth of Carcinoma, Sarcoma, and Mel- 
anoma in Animals. Am. J. Cancer, 1931, xv, 707. 


This is an exhaustive study of the effect of an 
aqueous extract of sheep suprarenal cortex, pre- 
pared according to the method of Coffey and Hum- 
ber on different types of tumors in various animals. 
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Repeated subcutaneous or intramuscular injections 
of the extract were given. The Flexner-Jobling rat 
carcinoma, the Suguira rat sarcoma, the Bashford 
mouse carcinoma No. 63, transplantable mouse 
melanoma, Rous chicken sarcoma, and a series of 
fourteen spontaneous mammary mouse carcinomata 
were studied. 

No curative, retarding, or accelerating influence 
upon the tumor growth was noted. The extract did 
not produce early tumor ulceration nor did it prolong 
the life of the tumor-bearing animals. 

C. D. HAAGENSEN, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Suermondt, W. F., Inoculation Tuberculosis 
(Impftuberkulose). Zentralbl. f. Chir., 1930, p. 
2391. 

Traumatic tuberculosis has been attributed to 
three types of injury: (1) infecting trauma causing 
inoculation tuberculosis, (2) localizing trauma pro- 
ducing an area of lowered resistance to bacteria 
circulating in the blood stream at the time of the 
injury, and (3) mobilizing trauma, ie., trauma 
lighting up or aggravating a previously existing 
tuberculous focus. 

Various objections have been raised against this 
conception. Zollinger and Magnus, among many 
others, agree that inoculation and mobilizing trauma 
are definite factors in the occurrence of traumatic 
tuberculosis, but reject the theory of a localizing 
trauma. Clinical experience speaks against local- 
izing trauma since operative wounds such as those 
produced by amputation, which constitute large 
areas of diminished resistance, never become tuber- 
culous. Tuberculous infection of the wound can 
occur only when a tuberculous focus is opened during 
the operation. Also disproving the concept of local- 
izing trauma are the investigations of Roepke and 
others which indicate that virulent tubercle bacilli 
are found in the blood only in generalized miliary 
tuberculosis, far-advanced pulmonary tuberculosis, 
and sometimes just before death from tuberculosis. 

The findings of experiments on animals are not 
directly applicable to man as animals are in general 
much more sensitive to tuberculous infection than 
human beings. According to Zollinger, it is per- 
missible to speak of injury as a localizing trauma 
only when it so diminished the general resistance 
of the organism that bacilli which entered the body 
at the time of the trauma or before cessation of 
its after-effects entered the traumatized tissue and 
caused an infection of the organism from that site. 
In the majority of cases a latent focus is present 
before the trauma and the trauma is to be con- 
sidered as having a mobilizing effect. According to 
Magnus, the trauma must be quite severe. A re- 
lationship of tuberculosis to trauma is too frequently 
assumed. This error may be readily avoided by mak- 
ing a roentgen examination immediately after the 
injury. 
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The only pure form of traumatic tuberculosis js 
inoculation tuberculosis. According to Flesch- 
Thebesius, the latter is also the only form of surgical 
tuberculosis. Schmidt believes this theory must be 
modified as, in his opinion, a secondary factor, a 
predisposition to tuberculosis, must be present jn 
addition to inoculation. True inoculation tuber- 
culosis occurs in wounds which bleed very little 
(bleeding wounds clean themselves) and usually 
in more or less lacerated wounds. It practically 
never occurs in large wounds because in the latter 
there is usually a marked wound reaction. The 
classical form of inoculation tuberculosis is that 
occurring after circumcision of Jewish children as 
the result of sucking of the wound by an infected 
operator. The first signs of inoculation tuberculosis 
are noted two weeks after the infection. Wolff 
reported that in fifty-six cases the mortality was 
63 per cent. Next in frequency is inoculation tuber- 
culosis occurring in physicians from infection at 
autopsy. In such cases the condition usually de- 
velops within three or four weeks—at the latest, 
after six months. In the spread of the process 
through the lymphatics, swellings of the regional 
lymph glands appear. 

The author reports two cases of true inoculation 
tuberculosis. The first was that of a ten-year-old 
boy who ran barefoot in the street in front of a 
neighbor’s house where a tuberculous patient ex- 
pectorated into the street. The boy stepped on a 
nail. After several weeks, typical tuberculosis 
developed in the nail wound and several softened 
and perforating lymphomata appeared in the groin. 
Roentgen examination demonstrated no_ tuber- 
culosis in the bones of the feet. 

The second case was that of a thirteen-year-old 
boy in the same village who was bathing in a ditch 
behind the houses and wounded the back of his 
foot with a glass splinter. After three weeks a 
tuberculous ulcer developed at the site of the injury 
and glandular swelling appeared in the groin. The 
treatment consisted of extirpation of the tuberculous 
focus and irradiation of the glands. 

In the first case, which was treated conservatively, 
healing required about a year, whereas in the second 
case it required only six months. In both cases the 
diagnosis was verified by histological study. 

In the discussion of this report, HABERLUND 
stated that the presence of tubercle bacilli in the 
circulating blood of apparently healthy persons was 
reported as early as twenty years ago. 

Von REpwizz said that the question of traumatic 
tuberculosis should be decided from clinical findings 
rather than from insurance company conclusions. 

ROEPKE cited ‘the case of a healthy country girl 
who fell on a fence in such a way that the point of 
a picket entered the parametrium ‘alongside o/ the 
vagina. Failure of the wound to heal was found to be 
due to an active tuberculous process. 

Lanz cited the case of a fifteen-year-old boy who 
developed tuberculosis of the elbow joint anc after 
each of about six injuries occurring in a period of 
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twenty-five years there after developed tuberculosis 
at the site of the trauma. 

CoENEN emphasized that it is necessary to be 
very strict in our conception of traumatic tuber- 
culosis as patients usually have a tendency to as- 
sociate their condition with trauma. 

ZOLLINGER stated that the incidence of traumatic 
tuberculosis of bone is 1.5 per cent. Kort (Z). 


Lowenstein, P. S.: Staphylococcus Septicemia. 
Am. J. M.Sc., 1931, clxxxi, 196. 


As staphylococci are constantly present in the 
skin, it has been generally believed that staphylo- 
coccic septicemia is a relatively benign condition. 
However, the records of the Jewish Hospital of 
St. Louis show that of eighteen cases seen in the 
last five years, fourteen were fatal. 

Although a bacteremia frequently exists without 
signs of infection, the term “septicaemia” is usually 
employed to designate the presence of bacteria in 
the blood in association with fever, petechial 
hemorrhages, or other clinical manifestations. 

The portal of entry for the staphylococcus is 
usually a skin lesion and less often an infection of 
the mucous membrane of the gastro-intestinal, 
respiratory, or genito-urinary tract. Martin states 
that, in young persons, masses of bacteria often 
lodge in the large venous capillaries of the long 
bones and are either taken up by the capillary 
endothelium or cause osteomyelitis. Such bone 
lesions may serve as foci of infection from which 
bacterial emboli are freed into the circulating blood 
during exacerbations or may remain dormant, to be 
lighted up by a slight injury. Bacteria may be 
present in the blood stream only at intervals, the 
blood acting merely as a means of transporting them. 

The outcome of an infection is determined by the 
invasive power of the organism and the resistance 
of the host. When an organism which is usually 
only slightly virulent produces a septicemia, the 
resistance is greatly lowered and the prognosis is 
more serious than in cases of septicemia due to an 
organism gaining entrance by its own virulence. In 
fifty-seven recently reported cases of septicaemia, 
the mortality according to the infecting organism 
was as follows: staphylococcus aureus, 57.9 per 
cent; staphylococcus albus, 62.5 per cent; and 
staphylococcus of unstated type, 72.7 per cent. The 
total mortality was 61.4 per cent. These percentages 
confirm Stetson’s statement that the staphylococcus 
is the deadliest organism in general sepsis. Staphylo- 
coccic septicemia secondary to furuncles is almost 
invariably fatal. 

The methods of treatment fall into three groups: 
(1) supportive measures, such as blood transfusion, 
glucose and saline solution infusions, and irradiation 
with ultraviolet light; (2) surgical measures for 
draining or removing the primary and secondary 
infections; and (3) the administration of substances 
such as dyes, immunized blood, vaccines, bacteri- 
ophage, antitoxin, and non-specific protein to combat 
the infecting organism directly in the blood stream. 


Early transfusions, frequently repeated, are neces- 
sary to overcome the extreme toxemia and prostra- 
tion. Complete physiological rest is imperative. 
Irradiation with ultraviolet light may be beneficial. 
Infusions of glucose and saline solution are valuable 
supportive measures. 

Surgical or other treatment of the focus of in- 
fection is necessary to prevent continued flooding 
of the blood stream with bacteria, and should be 
given with minimal trauma. 

The beneficial effects sometimes noted after 
intravenous injections of chemicals may be due to 
to the bactericidal or bacteriostatic action of the 
chemical or its toxic effect on the body cells, particu- 
larly the cells of the reticulo-endothelial system. 
Although Young reported remarkable improvement 
following the injection of mercurochrome, the 
consensus of opinion favors the use of gentian violet 
in combating gram-positive staphylococci. In gen- 
eral, reports vary so widely that the value of in- 
travenous injections of dye is still questionable. 

Because of the time required to immunize the 
donor, blood transfusions from immunized donors 
promise more for chronic cases than for acute 
cases. 

Lowenstein believes that when the condition is 
acute vaccines are of questionable value as the body 
is already subject to an almost overwhelming 
bacterial invasion, but that in chronic cases they 
may be of aid in building up resistance. 

The recent discovery of the production of an 
exotoxin by certain strains of staphylococci has re- 
sulted in the preparation of a protective anti-serum 
from animals immunized against those strains. 
However, of three cases in which the author used 
this antitoxin, it gave an apparently good result 
in only one and failed to cause improvement in two. 

The use of bacteriophage is still in the experi- 
mental stage. 

In two cases in which Lowenstein employed non- 
specific protein therapy, no improvement was noted. 
Lowenstein believes that this treatment is indicated 
only in chronic cases, if at all, and in the latter is of 
less value than autogenous vaccines. 

As no method yet developed gives satisfactory 
results, prophylaxis remains the most hopeful 
method of lowering the mortality. Squeezing and 
pricking furuncles, plucking hairs from infected 
follicles, and other measures in common use by both 
laymen and physicians are to be condemned. Con- 
servative treatment is indicated until a defensive 
wall has formed about the infection. Sterilization of 
milk and early treatment of infected tonsils and 
nasal sinuses should reduce the death rate from 
staphylococcic infections of the gastro-intestinal 
and respiratory tracts. 

Blood cultures should be taken early and repeated 
until they become positive. After they have become 
positive, vaccination of a suitable donor should be 
begun immediately in order that immunized blood 
for transfusion may be available as soon as possible. 
Meanwhile, transfusions of whole blood should be 
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given early and frequently, together with infusions 
of glucose and saline solution as often as indicated. 
Lowenstein advises, in addition, the administration 
of large amounts of staphylococcus antitoxin 
intravenously, intramuscularly, and, if necessary, 
intraspinally. E. S. Pratt, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Conner, H. M.: Blood Pathology in Relation to 
Surgery. J. Lab. & Clin. Med., 1931, xvi, 647. 


The author discusses: (1) diseases of the blood 
and hematopoietic organs in which operation is 
indicated or must be considered; (2) surgical dis- 
eases of other types, in which a study of the blood 
may be of value in the diagnosis, prognosis, or treat- 
ment; (3) hemorrhagic diseases as possible contra- 
indications to operation; and (4) postoperative 
complications in surgical cases in which studies of 
the blood are of value. 

The spleen and lymph nodes are commonly re- 
garded as belonging to the hematopoietic system. 
In any case in which there is considerable enlarge- 
ment of the spleen or lymph nodes, the possibility 
of a surgical condition must be considered. 

The three most common conditions of the spleen 
in which operative procedures are indicated are 
congenital and acquired hemolytic icterus, purpura 
hemorrhagica, and splenic anemia. Less common 
conditions for which operation is usually necessary 
are tumors and cysts and syphilis which has not 
responded well to anti-syphilitic treatment. Other 
splenic conditions for which surgery is sometimes 
considered are tuberculosis, Gaucher’s disease, 
splenomegaly accompanying certain types of cir- 
rhosis of the liver, myelogenous leukemia, von 
Jaksch’s disease, and infectious splenomegaly of 
indeterminate type accompanied by focal infection. 
Splenectomy is seldom done in cases of malarial 
spleen if the correct diagnosis is made or in spleno- 
megalic polycythemia. 

In surgical diseases of other types, the leucocyte 
count is probably of prime importance. It is of 
aid chiefly in the diagnosis of infection. On the 
whole, the number of leucocytes is greater in the 
presence of purulent infections than in the presence 
of non-purulent infections and in the presence of 
free abscesses than in the presence of walled-off 
abscesses. 

The differential leucocyte count is also of value. 
Serious infection may be indicated by the normal 
values for the total number of leucocytes accom- 
panied by large increases in the percentage of 
neutrophiles. 

Eosinophilia may be of aid in the diagnosis of 
parasitic infections such as echinococcus disease, 
trichinosis, amoebic dysentery or abscess, and ab- 
dominal pain of allergic origin. 

Leucopenia may assist in distinguishing typhoid 
or paratyphoid fever from other causes of abdominal 
pain, and malaria from septic causes of chills and 
fever. 


Estimation of the concentration of hemoglobin 
and of the number of erythrocytes is of value in 
surgery mainly in the recognition of the forms of 
secondary anemia caused by surgical diseases such 
as carcinoma of the cesophagus, stomach, and 
intestines, in which the anemia may be the result 
of hemorrhage or a part of the cachexia. The 
possibility of another cause, such as infection and 
dietary deficiency, must also be kept in mind. 

In any case in which a surgical procedure is con- 
templated, it is necessary to make sure that hemor- 
rhagic diathesis is absent. The principal conditions 
associated with a hemorrhagic tendency are hemo- 
philia, the several forms of purpura, and the 
hemorrhagic tendency which appears in obstructive 
jaundice. Attention is called to certain cases in 
which the type of hemorrhagic disease present can- 
not be diagnosed definitely. In any case of hamor- 
rhagic disease, operation should be attempted with 
the greatest caution, if at all. If transfusions are 
given they should be sufficiently large to keep the 
coagulation time of the blood low during the opera- 
tion and the healing process.’ 

In postoperative complications, the leucocyte 
count is the most valuable of all laboratory proce- 
dures. In postoperative shock the reduced blood 
volume may be of aid in the diagnosis. A reduction 
in the number of erythrocytes and the concentration 
of hemoglobin may be due to anemia resulting from 
operative or postoperative hemorrhage or infection, 
a preéxisting anemia, or an independent anwmia, 
such as pernicious anemia, developing after the 
operation. 


McDonald, E., and Hueper, W. C.: Cancer and the 
Laboratory. J. Lab. & Clin. Med., 1931, xvi, 713. 


Of thirty-five laboratory diagnostic tests for can- 
cer which were studied by the authors, none proved 
of sufficient interest to warrant its further investiga- 
tion. 

The authors state that in every case of cancer a 
blood count should be made before treatment, espe- 
cially before irradiation, is undertaken. When 
leucopenia or lymphopenia is present great care is 
necessary. A leucocyte count should be made be- 
fore every radium irradiation. In untreated can- 
cer, the hydrogen-ion concentration of the blood 
plasma is more alkaline than normal. The greater 
the alkalinity the worse the prognosis. A very 
alkaline hydrogen-ion concentration (pH 7.45 to 
7.60) is an unfavorable sign, especially after ir- 
radiation. It should be improved before further 
irradiation is given. Lessened glucose tolerance is 
characteristic of cancer. When the blood sugar is 
high before the second irradiation, care is necessary. 

Biopsy tissue must be removed from suspicious 
parts of a lesion. Infiltrating growths present greater 
difficulties in the selection of the place for biopsy 
than ulcerating growths. The tissue removed must 
include the peripheral portions of the tumor, the 
actively growing sections, and must be wedge- 
shaped so that it will include also the deeper in- 


Ww 


fi 
h 
tl 
n 
c 
n 
v 
ti 
h 
t 
a 


MISCELLANEOUS 


filtrative growth. It must be sufficient for adequate 
histological study, and should be fixed immediately. 
With regard to the classification of blastomata, 
the authors state that a regional classification is 
necessary, but adds little information. Physical 
classification of the tumors into those of the solitary, 
multiple, ulcerative and indurative types increases 
the accuracy of the description, but is of little value 
without a histological classification. For a sound 
etiological classification our present knowledge is 
too defective. Of the histological classifications, a 
histogenetic grouping is open to the objection that 
the neoplasm may present a morphological re- 
semblance to different types of tumor tissue and, 
as in the case of an adamantinoma changing to a 
cylindrical-cell carcinoma, may pass through various 
structural phases that obscure its histogenesis. 
For a classification based on the origin of tumors 
from ectoderm, endoderm, and mesoderm, our 
knowledge is still defective, but a morphological 
classification based on a comparison of the tumor 
structure to existing embryonic and adult tissues 
is practical as the great majority of blastomata can 
be classified on this basis without great difficulty. 
A classification based on the proportion of stroma 
to parenchyma is not reliable as the cellularity of 
the characteristic parts of a neoplasm may be dis- 
guised by necrosis, oedema, or scar formation. 
The authors present their own classification which 
is based chiefly on morphological characteristics. 
The terms ‘“‘carcinoma”’ and ‘‘sarcoma”’ designate 
such widely varying degrees of malignancy that a 
classification based en varying biological differences 
has been developed. The tumors are grouped ac- 


cording to their potential histological malignancy 
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as indicated by their cellular and structural char- 
acteristics. Broders and others have grouped neo- 
plasms according to cellular differentiation. The 
authors’ histological malignancy index has twenty 
factors based on the structural characteristics of 
the cancer and the characteristics of the cytoplasm, 
nuclei, and stroma. 

The grading of tumors is still a subject of con- 
troversy. In the choice of treatment the grade of 
histological malignancy is not the only factor to be 
considered. The patient’s age, heredity, and general 
condition, and the location and growth qualities 
of tumor are equally important. 

Bergonie’s law that radiosensitivity increases with 
the degree of immaturity of the tumor has not been 
corroborated for the breast and the uterine cervix 
by Hueper and Schmitz. In highly immature 
neoplasms the primary effect of irradiation is more 
marked, but the permanent curative effects are 
worse than in more mature types. 

The following example of a proper pathological 
diagnosis is given: 

“Ulcerated papillary adenocarcinoma of the uter- 
ine cervix. Malignancy, Grade 3; radiosensitivity, 
Grade 2.” 

The authors emphasize that it is important for 
the pathologist to co-operate closely with the 
clinician and to know the clinical characteristics of 
borderline lesions. 

So-called pencil-cells—slender or oval cells with 
elongated hyperchromatic nuclei which as a rule 
are arranged radially about the periphery of malig- 
nant masses—represent apparently a defensive re- 
action of the epithelium against cancer cell develop- 
ment and growth. Harry C. SAttzsteIn, M.D. 
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